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Overview of the Pinellas Healthy Start Coalition 
 

The Healthy Start Coalition of Pinellas, Inc. was established in 1992 to implement the provisions of 

Florida's Healthy Start legislation in Pinellas County. This legislation intends to establish a system 

that guarantees all women have access to prenatal care and that all infants have access to services 

that promote optimal growth and development. The Coalition is a private-public partnership, 

incorporated as a 501 (c) (3) organization.  The mission of the Healthy Start Coalition is to: (1) 

coordinate a system of care, (2) improve access to perinatal care, (3) improve birth outcomes, (4) 

reduce infant mortality, and (5) enhance child development.  The Coalition does not provide direct 

services for maternal and child health care, instead it is a community-based organization charged 

with the responsibility of contracting services, allocating funding, and managing resources to meet 

the needs of Pinellas County mothers, children and families. 

 

The Healthy Start Coalition of Pinellas membership consists of approximately 226 people 

representing community based agencies, health care providers, program participants, business 

representatives, policy makers, government representatives, community leaders, physicians, 

managed care representatives, and other concerned residents interested in improving maternal and 

child health outcomes. The Coalition also seeks to involve program participants in shaping policy, 

assisting with service delivery design, and providing feedback on system issues. Thirty of the 226 

members are Healthy Start Program participants. 

 

The Pinellas County Health Department (PinCHD) is the lead agency for Healthy Start services in 

Pinellas County. The Coalition contracts with the PinCHD to provide care coordination, 

breastfeeding education, smoking cessation services, mental health services, domestic violence 

prevention, parenting education and interconceptional services. Care coordination contracts are also 

available through contracts with private physician offices. The Coalition has additional contracts 

with hospitals, individuals and community partners to provide wraparound services such as child 

birth education, nutritional counseling, mental health counseling, parenting education, doula services 

and health navigation.  The Coalition staff includes an Executive Director, Operations Manager, 

Office Manager, Financial Manager, Health Analyst, and a Community Liaison.  In addition, the 

Coalition oversees the execution of the grant for the MomCare program, a program assisting 

SOBRA eligible women in choosing prenatal care providers and pediatricians, accessing WIC, 

Family Planning, Healthy Start, KidCare, and other community resources as needed.  The Coalition 

partners with private and public county providers and agencies in developing a comprehensive 

approach to maternal and child healthcare. 
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Key Recent Accomplishments FY 2010-11 
 

Healthy Start Screening Rates and Care Coordination 

 The Healthy Start prenatal screening rate (how many women say “yes” to the screen) 

increased from 67.85 percent in 2006, to 90.37 percent in 2010.   Of those women screened, 

88.78 percent consented to participate.  The state average was 87.58 percent. The Healthy 

Start Coordinator of Provider Relations continues to provide a consistent screening message 

to providers and appropriate training to make it easy for women to understand Healthy Start 

screening and say “yes.”   

 Over 200 pregnant women received prenatal care yearly in the Centering Program at the 

Clearwater Health Department. 

 A Parents as Teachers team was established and served over 100 clients. 

 Office based care coordination is established at 7 Pinellas County locations. 

 Doula services were provided to at least 20 Healthy Start clients yearly. 

 From July 1, 2010-June 2011 a total 7,162 women received Healthy Start services.  In the 

same time period 3,416 infants received Healthy Start services. 

 From July 1, 2010-June 2011 a total of 3,057 women received interconceptional education. 

 From July 1, 2010-June 2011 a total of 3,335 clients received parenting education; 2,767 

received smoking cessation counseling; 2,283 received breastfeeding education, 789 

received childbirth education and 375 women received psychosocial counseling. 

 

MomCare 

 From July 1, 2010-March 2011 MomCare served a total of 3,560 new clients. 

 27 out of 31 OB practices offer care to MomCare clients. 

 99.13% of MomCare clients were enrolled with a prenatal provider within 30 days. 

 

Publications 

  Distributed pediatrician list to the community.   

 Updated Healthy Start Resource Manual, Father’s Resource Guide and MomCare provider 

list (in English and Spanish) to 31 provider offices and other community stakeholders.   

 Several new brochures and posters were developed for clients in English and Spanish from 

the Right from the Start Grant 

 Healthy Start website was updated and available in English and Spanish 

(www.healthystartpinellas.org) 

 Updated “Your Community at a Glance” and “FIMR Focus” newsletters.  

 

 Research 

 Completed JUMP Grant participation to include an evaluation of Healthy Start services (IRB 

approved evaluation study is in progress). 

 Conducted 3 focus groups with Healthy Start clients 

 Conducted a Community Café with Coalition and community members 

 

 

http://www.healthystartpinellas.org/
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Advocacy 

 Held a press conference in Tallahassee related to Florida’s lowest infant mortality rate in 20 

years. 

 Advocacy letters sent to all state legislators, U.S. Senators and Representatives. 

 New partnerships formed with play groups, Stroller Strides, Voices for Children, Schiller 

International University, St. Pete Pediatrics, Tribune of God Church, Heavenly Gifts, Jadon, 

North Pinellas Children’s Medical Center, Next Steps Pregnancy Center, Mt. Zion Baptist 

Church. 

 

Education/Conferences 

 In collaboration with community partners provided 9 hours of Cultural Competency training 

to 122 community partners. 

 In collaboration with community partners, offered an Early Childhood Mental Health 

conference with 52 in attendance. 

 Presented at the International Conference on Perinatal and Infant Death in Washington, D.C. 

on Cultural Diversity in Expressions of Perinatal Grief and Loss. 

 Coordinated 2 statewide Healthy Start conferences with 246 attending. 

 Presented at the symposium Great Expectations: Improving Perinatal Mental Health at the 

University of South Florida.  The topic was “Providing Services to Latino Families: Pinellas 

County Healthy Start”. 

 Trained 100 care coordinators in the Fresh Start Smoking Cessation modality. 

 6 care coordinators were certified as “Parents as Teachers” using the Born to Learn 

curriculum and were recertified in the new Parents as Teachers curriculum April 2011. 

 

Fiscal 

 Unqualified opinion on the fiscal audit for 2010. 

 $40,617 in-kind contributions for the first ¾ of the year. 

 $256,803 in-kind for the first ¾ of the year from the Pinellas County Health Department for 

Healthy Start services. 

 $300,000 March of Dimes grant for Florida Association of Healthy Start Coalitions for 39 

week awareness campaign. 

 $3,000 March of Dimes grant for 39 week awareness campaign. 

 $650 donation from St. Petersburg Rotary. 

 $6000 grants for KidCare Outreach. 

 Completed the $20,000 JUMP grant 

 

Other 

 Dr. Vitucci was elected president of the Florida Association of Healthy Start Coalitions. 

 Touch of Wellness Kiosks are available at a clinic, WIC office, a neighborhood center and as 

a link at the Coalition website to provide interconceptional education. 

 Completed the “Florida Right from the Start” grant, a social marketing campaign for first 

time mothers.  200,000 magnets, 2.5 million educational brochures and 4,000 posters were 

distributed throughout the state in multiple languages. 
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Five-Year Service Delivery Plan Process 
 

The Service Delivery Plan Update process follows a continued effort by the Coalition to assess 

community needs, identify strengths, gaps, and provide the means to identify strategies 

implementing best practices, and delivering appropriate services.  Maternal and child health data is 

continually monitored to identify trends and the community is frequently asked to express their 

concerns, experiences and needs through surveys, focus groups and committee participation.  In 

addition, continued monitoring and evaluation through quality improvement reports enhance the 

process.  The Five-Year Service Delivery Plan Update is a written document of the continued 

process by which the Coalition tracks trends, population changes and focuses on particular strategies 

identified through these trends. 

 

The Coalition utilizes the expertise of its partners through their participation in the Board, the 

Coalition, the QI Committee, Finance Committee, Nominating Committee and the Planning and 

Evaluation Committee (P&E).  Members of the P&E Committee meet monthly and are charged with 

the primary responsibility of updating the Service Delivery Plan. The committee members represent 

a cross section of healthcare and social service providers, consumer advocates, planning and funding 

entities. This committee reviews various sources of information to develop a data driven plan and 

monitors the implementation of the Healthy Start Coalition Service Delivery Plan. In addition, the 

Quality Improvement Committee (QI) develops and implements the Quality Improvement plan, 

monitors service contracts for compliance, and recommends action plans to committees and the 

board. The Finance Committee is responsible for preparing preliminary budgets for allocation of 

Corporation and Coalition resources and fiscal oversight of the Coalition. The Nominating 

Committee is responsible for recruiting and liaising with members of the Coalition and nominating 

the Board of Directors. 

 

In preparation for the Five-Year Service Delivery Plan, the Healthy Start Coalition of Pinellas 

utilized data from current literature, the Perinatal Periods of Risk, FIMR, Vital Statistics, CHARTS, 

PRAMS, DCF Newborn Withdrawal and Child Removal Statistics, JWB About Pinellas Kids, 

AHCA, MomCare data, DCF Newborn Withdrawal statistics and Healthy Start Services reports.  In 

addition, the Coalition conducted a total of 9 community focus groups, 4 community surveys, 3 

community café events and compiled quarterly Healthy Start satisfaction surveys. Coalition staff 

participated in six community forums sponsored by other organizations during the time period four 

racial dialogues and two transportation forums. Through the variety of data collection methods 

coalition members, Healthy Start staff, health care providers, and other community members were 

able to suggest strategies based on the expressed needs in Pinellas County.  The Five Year Plan was 

presented to Coalition members and the Board in July 2011, and was approved in August 2011.   
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Timeline 
Review of Vital Statistics, FIMR, Healthy Start reports,   

PPOR, and current literature                                 On-going 

Healthy Start and MomCare Client Surveys               On-going 

USF Community Survey at Maternity Resource Fair  February 2008 

Community Café at Mt. Zion     February 2008 

Access to Care Survey      October 2008 

Father Inclusion Provider Survey    December 2008 

Mental Health Provider Survey     December 2008 

Latino Access to Care Focus Group                                    April 2009 

Teen Parent Needs Community Café    May 2009 

Father Involvement Focus Group    June 2009 

Daddy Health Fair Survey     June 2009 

Florida Right from the Start Focus Group   June 2009 

Florida Right from the Start Surveys    May 2010  

Healthy Start Staff Focus Groups               November 2009 

Community Café      September 2010 

Healthy Start Client Focus Groups    November 2010 

Transportation (for families) Community Forum   January 2011 

Racism & Infant Mortality Community Forum   February 2011 

Family Transportation Community Forum   March 2011 

Stand Against Racism      April 2011 

Racial Dialogue Community Forum    May 2011 

Draft to Planning and Evaluation Committee         June 2011 

Draft to the Board of Directors and Coalition       July 2011  

Board Approval       August 2011 

Final Copy       August 14, 2011 

Mailed to DOH        August 14, 2011 
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Summary of Data Sources 
 

The primary data sources used to develop the Five-Year Service Delivery Plan included: Healthy 

Start online reports (Executive Summary, services and ADHOC reports, Healthy Start services 

quarterly reports), Quality Improvement reports, Healthy Start client satisfaction surveys, MomCare 

information systems, MomCare satisfaction surveys, Perinatal Periods of Risk (PPOR) data obtained 

through the Pinellas County Health Department, FIMR reviewed cases and BASINET information.  

In addition the plan uses findings from 3 Community Café events, 9 focus groups (3 Healthy Start 

client focus groups, 3 Healthy Start care coordinator and supervisor focus groups, 1 teen focus group 

for FRFTS, 1 health care access Spanish focus group, 1 father involvement focus group).  It also 

uses results from 4 community surveys (Access to Care, Father Inclusion, Mental Health and 

FRFTS).  In addition to these primary data sources, the Healthy Start Coalition of Pinellas used 

secondary data sources (existing data sources) such as the 2006-2009 Florida Vital Statistics 

information obtained through the Florida Health Department CHARTS system, Census data 

estimates for 2005-2009, PRAMS, U.S. Census data, AHCA data reports, literature reviews using 

the USF library system and Medscape.com, JWB About Pinellas Kids reports, E-Florida 2010 

economic and population profile, DCF Newborn Exposure Reports, March of Dimes data, the 

Centers for Disease Control (CDC) website.  The following describes the most relevant primary and 

secondary data sources used to develop the Five-Year Service Delivery Plan. 

 

PRIMARY DATA SOURCES 

 

Pinellas County Public Health Department (PinCHD) and on-line Healthy Start reports 

 

Much of the data analysis and trend analysis of Healthy Start services, fetal and infant death, 

Perinatal Periods of Risk analysis, and outcome data were compiled and analyzed using the online 

Healthy Start reports.  Healthy Start data includes screening rates, consent to screen clients served, 

care coordination data, prenatal screening scores, infant screening scores, wraparound and referral 

services.  

 

Quality Improvement and Quality Assurance Activities and Satisfaction Surveys 

 

The Quality Improvement Committee reviews quarterly reports of QA/QI indicators.   

The reviewers track compliance with published Healthy Start Standards and Guidelines, contractual 

requirements and issues of care such as caseload limits or referrals to risk appropriate care. Outcome 

measures are also reviewed to track program effectiveness. Promising strategies are incorporated 

into standards of care for all Healthy Start program participants when validated by data or outcome 

measures. Healthy Start client records are randomly selected for QI activities.  The lead agency 

sends surveys to clients to monitor satisfaction with services and service gaps.  Survey information is 

reported quarterly to the Coalition.  Information from all of these monitoring activities is used to 

identify opportunities for improvement. 

 

MomCare Data and MomCare Satisfaction Surveys 

MomCare has a web-based data system that is updated to reflect new clients.  The data reflects 

Healthy Start and non Healthy Start clients.  MomCare Maternity advisors gather comments from 

clients about Healthy Start services.  In addition, MomCare clients are asked to complete a 

MomCare satisfaction survey when their case is closed.  Information from these surveys is entered 

into an SPSS database and analyzed quarterly.  The sample data is used to triangulate focus group 
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data and follow trends in MomCare clients. A total of 1,882 surveys were completed since the 

surveys started to be collected in July 2003. 

 

Perinatal Periods of Risk (PPOR) Data Analysis 

 

Fetal and infant death rates by periods of risk have been analyzed using Pinellas County mortality 

data from 2004-2006 (237 feto-infant deaths and 27,277 fetal deaths and live births). The Perinatal 

Periods of Risk model is used by the World Health Organization to analyze infant mortality. The 

model is described fully in the Community Needs section.  The analysis showed maternal health 

(preconceptional health) and prematurity as the main contributors to feto-infant mortality in Pinellas 

County. Phase two PPOR analyses revealed risk factors affecting maternal health and prematurity 

were unplanned pregnancies, poor general health, genitourinary tract infections, stress, poor 

nutrition, and anemia. 

 

Fetal and Infant Mortality Reviews: Medical records of infant deaths are abstracted to provide 

current data identifying preventable factors which may have contributed to the death of the fetus or 

infant from 24 weeks gestation up to the infant’s first birthday.  The National Fetal and Infant 

Mortality Review (NFIMR) data abstraction forms developed by the American College of 

Obstetricians and Gynecologists are the tools used to gather the information. The State FIMR web 

based program, BASINET, is also used as a data collection tool.  Consumer and community input 

regarding suggested strategies was solicited through the Technical Review team analysis and the 

Community Action Group meetings. A total of 88 records meeting PPOR 2004-2006 criteria were 

reviewed to complete Phase 2 data for PPOR analysis.  Of those records, 52% were in the maternal 

health category (43 cases) indicating a need to target maternal health prior to conception to reduce 

infant mortality.  For the period since the last 5 year service delivery plan (July 1, 2006-June 30, 

2011) the FIMR committee reviewed 198 fetal and infants deaths regardless of PPOR criteria.   

 

 

Community Café and Focus Groups  

A total of 3 Community Café events were held between February 2008 and July 2011.  The 

Community Café is based on The World Café, a conversational process of thinking to create 

actionable knowledge.  In addition, the Coalition completed nine focus groups (3 Healthy Start client 

focus groups, three Healthy Start care coordinator and supervisor focus groups, one teen focus group 

for FRFTS, one health care access Spanish focus group, 1 father involvement focus group) to gather 

information from clients and service providers for this 5 year service delivery plan. Coalition staff 

participated in six community forums sponsored by other organizations during the time period four 

racial dialogues and two transportation forums. Information from the community café, focus groups 

and community forums will be discussed in detail in the Needs Assessment section of this five year 

plan.   

 

Community Surveys 

The Coalition conducts community surveys as needed to assess community needs in several topics of 

concern to maternal and child health.  A total of 4 community surveys were conducted to inform this 

five year plan (Access to Care, Father Inclusion, Mental Health and FRFTS).  The surveys are 

conducted with clients and service providers.  Information is entered into SPSS and analyzed to 

inform community needs.  The Community Needs Assessment in this plan will discuss findings from 

these surveys.  
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SECONDARY DATA SOURCES (Existing data sources) 

 

Literature Reviews 

 

Review of literature related to effective prevention strategies, prematurity, late preterm births, low 

birth weight, maternal infections, and racial disparities in health outcomes, nutrition, obesity, infant 

mortality and evaluation of home visitation programs were used to compare to local trends and 

confirm findings from local data analysis.   

 

2006-2009 Florida Vital Statistics and CHARTS 

  

Vital Statistics were obtained from the Florida Department of Health CHARTS system 

(http://www.floridacharts.com) and the Pinellas County Health Department.  The data reviewed 

included:  

 

Births to mothers by age and race  

Premature births (total and by race) 

Low birth weight and very low birth weight (total and by race) 

Fetal mortality (total and by race) 

Infant mortality, neonatal mortality, and post-neonatal mortality (total and by race) 

Births to teen mothers and repeated teen births (total and by race) 

Low birth weight babies to teens 

Premature babies of teens 

Access to dental care 

Access to prenatal care  

Sexually transmitted diseases  

Obesity  

WIC eligibility 

Domestic violence 

Percent of c-section (total and by race) 

Percent of women who smoke during pregnancy (total and by race)  

PPOR 2004-2006 

Census 2010 and Census estimates for unavailable 2010 data 

 

Total population 

Population by race and by city 

Poverty indicators 

Housing indicators 

Insurance data 

 

Juvenile Welfare Board “About Pinellas” Report 

The Juvenile Welfare Board “About Pinellas” report compiles a list of social and health related 

indicators for Pinellas County. Indicators include maternal and child health care statistics, use of 

public resources, employment, income information and educational indicators including school 

readiness and dropout rates. The report also includes maps of several indicators.  A copy of the 

report is available at http://www.jwbpinellas.org/data 
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E-Florida 2010 Pinellas County Profile 

This website (www.eflorida.com) is maintained by Enterprise Florida, the statewide economic 

development organization.  County information is updated annually.  The profile includes 

geographical information, population, migration, labor force indicators, employment by industry, per 

capita personal income, major private sector employers, and transportation, education and quality of 

life indicators. 

 

AHCA Data Reports 

AHCA provides a report on the number of Medicaid births in Pinellas County.  In addition the report 

includes usage of Emergency Medicaid for deliveries. 

 

DCF Newborn Exposure Report 

The report includes counts of newborn withdrawal from 2005 to 2008 for all Florida counties.  The 

report indicates Pinellas County had the highest number of newborn withdrawal statewide for all 

years reported. 
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Population Information- Pinellas County Profile 
 

This section includes general information about Pinellas County and its residents including 

geographic and environmental conditions.  Social and environmental stress may contribute to 

negative birth outcomes including an increase in the number of premature births and related at-risk 

factors.  This information is essential in capturing population needs and possible barriers 

contributing to negative birth outcomes.  

 

 Pinellas County is a peninsula located on the central West Coast of Florida. The 

geographic shape is long and narrow, 39 miles from north to south and 16 miles from east 

to west. The geography of the county may be a barrier to low-income residents who 

struggle to access non-neighborhood-based services.  The county has only one high risk 

clinic for pregnant women located in South County.  The county’s geographic 

composition and transportation system constitute a barrier to high risk care.  

 The Pinellas County population consisted of 916,542 people, based on the 2010 Census.  

This represents a population percent change of -0.5; one of only 2 Florida counties 

(Monroe being the only other county in addition to Pinellas) experiencing a population 

loss from 2000 to 2010 census. According to Census 2009 estimates, 5% of the 

population in Pinellas County is under 5 years old.  Pinellas County is a densely 

populated area in Florida with 3,274.3 persons per square mile.   

 According to the 2010 Census the percent of Black persons in Pinellas County was 

10.3% yet Black births are almost two times higher compared to White birth rates.  

Despite improvement in some health indicators, Black health indicators for infant 

mortality and low birth weight still compare unfavorably to other racial and ethnic groups 

in the county.  The County also has a growing Hispanic/Latino population, particularly in 

North County.  According to the 2010 Census the percent of Hispanic/Latinos living in 

Pinellas County was 8% (compared to 4.6% in the 2000 Census). Latinos have the 

highest birth rates in the county.  Traditionally, Latinos have good birth outcome 

indicators however, in the past 10 years Latino health outcomes in Pinellas experienced a 

sharp decline.  Since 2000 the Latino infant mortality rates doubled and they are now 

higher than Whites.  Asians living in Pinellas County accounted for 3% of the population 

(a 1% increase from the 2000 Census).   

 The percent of people age five and up in Pinellas County who spoke a language other 

than English at home was 12.6% in 2010.  These changes in the configuration of the 

population continue to require an emphasis on cultural competence including an 

emphasis on language barriers in the health system.  

 The County is comprised of 24 municipalities and many unincorporated areas making the 

governing bodies of the community complex and diverse. 

 Pinellas County had a per capita personal income in 2009 of $42,855 (higher than the 

Florida per capita income of $38,965).  In 2009, 13.3% of the residents of Pinellas 

County lived below the poverty level.  Most of the children living below poverty levels 

live in households with a female as head of the household with no husband present.   

 The county’s largest employment sector is education and health services followed by 

trade, transportation and utilities, professional and business services and leisure and 

hospitality.  The largest employer in the public sector is the Pinellas County School 

system.  The major private sector employers include the Home Shopping Network, 

Fidelity Information Services, Nielsen Media Research and Raymond James and 

Associates.  Approximately 48.3% of the county population is part of the labor force 

(down from 51% in the last service delivery plan).  The unemployment rate is 11.7%, a 
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large contrast from the 3.8% reported in the last 5-year service delivery plan 

(www.eflorida.com). Since many small businesses and service industries do not provide 

affordable insurance, healthcare for the working poor is a major issue in Pinellas County.   

 Since 1994, the presumptive eligibility for Medicaid coverage for pregnant women has 

provided prenatal care to many of the county's residents. However, mothers receiving 

SOBRA have only temporary insurance and may be left uninsured or underinsured during 

or after pregnancy.  According to Florida CHARTS the number of Medicaid covered 

births in Pinellas County has increased in the past 3 years of reported data.  In 2009, 

48.2% of the county births were covered by Medicaid (an increase of 3.8% from 2007).  

The number of births covered by emergency Medicaid is four times higher than 10 years 

ago, possibly due to the increasing number of unfunded prenatal care in the increasing 

Hispanic population. In 2009, 6.3% of the births were covered by emergency Medicaid.  

The county has an adequate coverage of physicians and certified nurse midwives 

accepting Medicaid.  According to the Florida Behavioral Risk Factor Data (Florida 

CHARTS) for 2007, 14% of Pinellas County adults do not have health insurance and the 

majority of the uninsured belong to an ethnic minority.  

 

Pinellas County has a long history of caring for the health and welfare of families and children. Non-

profit groups actively promote the interest of children and families and the community is "resource 

rich" in many ways when compared to other communities throughout Florida. Partnerships 

developed through the Healthy Start Coalition have promoted the development of many 

collaborative efforts. The collaborations have resulted in a Healthy Start system that leverages 

available resources, provides specialized services to families, and strives to develop positive working 

relationships with the many providers of social support services to families in the community. 

 

Assets of the community include a single intake process for pregnant women entering Healthy Start 

services.  Healthy Start, Healthy Families and Federal Healthy Start all share a single first screening 

form completed at provider offices.  In addition, pregnant teens still attending the school system 

receive the same benefits as Healthy Start clients, although they have an in-school social worker to 

help with service coordination.  This prevents service duplication and ensures all pregnant women 

receive the same level of care during their pregnancy.   

 

The Coalition also has a strong partnership with area hospitals.  Some birthing hospitals allow 

Healthy Start funded infant screeners on site to perform the screening and provide necessary 

referrals immediately following a birth or fetal/infant loss.  The Coalition also partners with other 

local funders such as the Juvenile Welfare Board, the March of Dimes, the Early Learning Coalition 

and the Allegany Foundation.  Other key members of the Coalition provided support to Healthy Start 

by participating in data collection efforts (such as focus groups and the Community Café), 

developing systems to increase the postnatal screening rates, and offering services such as childbirth 

education, play groups, smoking cessation services, care coordination, and educational classes for 

new parents.  
 
The intricate variety of services throughout Pinellas County responds to community needs and does 

so avoiding replication and encouraging collaboration.  Despite geographical barriers and population 

diversity, the community responds by providing exiting services, creating new ones when needed 

and diversifying resources. 
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Methodology for Community Needs Assessment 
 

The Healthy Start Coalition of Pinellas has an on-going needs assessment process.  Coalition staff 

reviews primary and secondary data sources to analyze trends in demographics, economic and 

health-related indicators and client experiences particularly as related to maternal and child health.   

Information both quantitative and qualitative is gathered yearly as population needs change. 

 

Quantitative information is gathered yearly as part of the contractual agreement and as part of the 

ongoing assessment to identify successes, gaps and challenges.  Maternal and child health indicators 

such as those described in the needs assessment are obtained from CHARTS and other data sources.  

Indicator data compiled is compared to previous years and presented at the Healthy Start Coalition 

meeting yearly.  In addition, the service delivery plan obtains feedback for new strategies from 

events called “Community Cafés” and community forums.  Community representation was insured 

by inviting Board, Coalition and all committee members in addition to an invitation to consumer and 

the general community.  The Community Café is based on the World Café technique developed by 

Juanita Brown and David Isaacs (http://www.theworldcafe.com/). It is a conversational process of 

thinking to create actionable knowledge.  A total of 64 participants attended 3 Community Café 

events and developed strategies addressing issues identified by data relating to maternal and child 

health indicators. 

 

In addition to vital statistics, demographics, social and economic indicators, the Coalition compiles 

data through community surveys.  MomCare satisfaction surveys and Healthy Start client 

satisfaction surveys are on-going data sources measuring experience and birth outcomes.  Data from 

these surveys are analyzed using SPSS software. Trends identified in survey data are reviewed by 

the Planning and Evaluation committee yearly to make recommendations to change, continue or 

discontinue strategies.  Progress of the Service Delivery Plan is also reviewed in quarterly meetings 

of the Quality Improvement committee. 

 

Since the last five year service delivery plan, the Coalition compiled 929 MomCare satisfaction 

surveys.  The surveys were analyzed for key indicators as well as experience receiving services from 

MomCare maternity care advisors.  Data from this survey is reported quarterly to the contract 

manager. The Coalition also receives quarterly reports from the lead agency with compiled data for 

their client satisfaction with Healthy Start services.  In addition to the two on-going surveys, the 

Coalition conducted an access to care survey to uncover barriers to prenatal care (14 participants), a 

father inclusion survey for providers assessing how fathers were treated at prenatal care visits (11 

providers responded to this survey), a mental health survey of providers assessing their knowledge 

of referrals to mental health services (11 participants), a father’s survey at a health fair (20 

participants) and a Florida Right from the Start survey (200 participants) assessing interconceptional 

health messages.  Findings from these surveys produced strategies for pre and interconceptional care 

included in this strategic plan. 

 

Qualitative information is just as important as tracking indicators and survey data.  The Coalition 

collects experiential data through various focus groups addressing a variety of topics.  The Coalition 

performed a total of 9 focus groups to assess community needs for this service delivery plan.  Data 

were collected from 2009 thru 2010.  Topic selection included the Healthy Start service provision, 

access to care for Latinos, father involvement and interconceptional care.  The Healthy Start service 

provision focus groups included three groups with staff and 3 groups with clients countywide.  The 

groups addressed current services available and improvement of Healthy Start services.  A focus 

group specifically with Latinos was held to assess barrier to obtaining timely prenatal care and 

http://www.theworldcafe.com/
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current usage of prenatal services. A father involvement group provided information about father 

support, services for fathers and gaps in those services.  Finally, interconceptional care focus groups 

through Florida Right from the Start assessed interconceptional messages and their resonance in the 

targeted audience.   All of the data were summarized in separate reports and was presented to the 

Planning and Evaluation committee to inform the Service Delivery Plan process. 

 

Based on analysis of diverse data sources, the target populations for the 20011-2016 Strategic Plan 

were selected.   The selected populations are: 1) women screening 6 or greater on the Healthy Start 

prenatal screen, 2) women who experienced a previous premature birth or who had a low birth 

weight (LBW) baby, 3) women who experienced previous fetal or infant loss, 4) women of 

childbearing age with health problems at the pre and interconceptional periods placing them at risk 

of poor birth outcomes, 5) infants screening 4 or greater on the Healthy Start screening form, and 6) 

infants at risk of developmental delay.  Based on the analysis of qualitative and quantitative needs 

assessment, the following topics were selected for the current strategic plan:   

 Continue to improve prenatal screening rates 

 Increase Healthy Start visibility  

 Reduce health disparities 

 Engage and involve people in pre and interconceptional care  

 Improve children’s health and promote optimal development 

 Reduce the risk of prematurity and low birth weight 

 
The areas of interest for the target population were presented to the Planning and Evaluation 

Committee in July 2011 and to the Healthy Start Board and Coalition members in August 2011.  The 

Coalition and Board members approved the plan to be submitted August 15, 2011.      

 

Throughout the process of updating the Service Delivery Plan, Coalition staff, Coalition members, 

the Board of Directors, and all of the Healthy Start Coalition committees worked together to develop 

a comprehensive assessment of community needs based on both qualitative and quantitative data 

sources. 
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Summary of the Needs Assessment 

 
The Needs Assessment Summary includes updated information based on outcome, performance 

measures, and community input.  The data updates the information provided in the last Service 

Delivery Plan and provides guidance to the development of new strategies in our 2011-2016 Service 

Delivery Plan.   

 

This section is divided into categories reflecting the target populations and topics of interest selected 

for the 2011-2016 Service Delivery Plan.  The assessment starts with an overview of selected birth 

outcome indicators delineating the trends of Pinellas County maternal and child health indicators.  

Many of the indicators are reported over a 10 year period. Following this overview of trends, the 

discussion focuses on the selection of a Healthy Start target population for the 2011-2016 Service 

Delivery Plan based on findings. The remaining information in the needs assessment is divided into 

selected categories, emphasizing the areas where the Healthy Start Coalition of Pinellas will be 

focusing its efforts in the 2011-2016 Service Delivery Plan. All categories are supported by data 

trends and community feedback through focus groups, surveys, and collaboration of committee and 

coalition members. 

 

Selected Outcome Measures 
 

Births Rates in Pinellas County birth experienced a decrease to the lowest rate recorded in the past 

10 years (Fig.1). In 2009 Pinellas County had a total of 8,772 births, an 8.6% decrease from the 

number of births recorded in 2000. In 2010, provisional data from CHARTS show a decrease to 

8407 births in Pinellas County. The average number of births from 2000 to 2009 was 9,216 births 

per year.  Figure 2 displays birth rates by race/ethnicity.  Hispanics consistently have the highest 

birth rate followed by Black.  It is important to note the decrease in birth rates experienced in recent 

years is reflected across all racial/ethnic groups.  Blacks show the largest disparity in birth outcomes 

however, the Hispanic population in Pinellas County is starting to portray an unusual trend of poor 

birth outcomes in some indicators including infant mortality.      
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Infant mortality is considered one of the leading health status indicators.  It includes deaths during 

the first year of life.  Infant mortality rates in Pinellas County fluctuate, presenting difficulty in 

detecting a steady trend.  In 2009 the infant mortality rate for Pinellas was 8.3 per 1,000 compared to 

Florida’s 6.9 per 1,000 births.  Despite the high infant mortality in Pinellas for 2009, it was still a 

decrease from the 10 year high of 9.3 per 1,000 registered for the previous year (Fig. 3).   

 

 
 

 
 

The map illustrates average infant mortality by zip code for 2007-2009 in Pinellas County (Fig. 4).  

The highest density (dark blue) concentrates around the South St. Petersburg area with small 

medium blue patches in the Greenwood area on the center left side of the map (Clearwater).  These 

areas have a high number of African American residents.  The affected South St. Petersburg area 

currently has a Federal Healthy Start program addressing health disparities in the African-American 

population. 
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Fig. 4 Average Infant Mortality 2007-2009 Pinellas County 

 

                                                                                         
 

 

 

 

 

Blacks/African Americans continue to show great disparity in most indicators including infant 

mortality.  This is evident particularly in 2009 data.  Despite an overall decrease from 2008 to 2009 

infant mortality rates, the decrease was only experienced in the White population.  For 

Blacks/African Americans infant mortality increased from 18.9/1,000 births for 2008, to 20.8/1,000 

births for 2009. Black infant mortality in Pinellas increased to nearly four times that of White infant 

mortality in 2009.  Hispanic mortality is now a concern in Pinellas County with 2009 showing an all 

time high infant mortality rate of 9.8/1,000 for this population (Fig. 5).  This is an unexpected 

indicator since historically Hispanic health indicators tend to be similar or better than those of the 

White population.  The literature indicates as Hispanic populations pass a 5 year mark living in the 

United States, their health indicators tend to worsen.  Assessments by the Hispanic Outreach Center 

in Clearwater indicate this could be an explanation for the indicators displayed by the Hispanic 

population in Pinellas County. 
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Fetal Mortality: Fetal mortality rates refer to the number of still births per 1,000 births.  Fetal 

mortality rates have not changed much in the last 10 years and continue to show fluctuations without 

a steady increase or decrease.   Fetal mortality rate was slightly higher in Pinellas County in 2009 

with a rate of 7.4 deaths/1,000 births.  This was only 0.4 higher than the fetal mortality rate for the 

state of Florida for the same year.  A decrease in fetal mortality can be associated to the need for pre 

and interconceptional care since many mothers already have chronic health conditions and maternal 

infections by the time they become pregnant. 

 
 

 

 

The map (Fig. 7) illustrates average fetal deaths by zip code for 2007-2009 in Pinellas County.  The 

highest density (dark blue) concentrates around the South St. Petersburg area, as it did in the infant 

mortality map. An unexpected high density area occurred in zip code 33771 (Largo).  After 

discussion at the Coalition meeting in February 2011, we were informed the area had a recent influx 

of Hispanic and Black/African American low income residents. Based on previous trends, this could 

be one possible rationale for the atypical average fetal death rate in this area.   
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Fig. 7 Average Fetal Mortality 2007-2009 Pinellas County 

 

                                                    
 

 

 

 

 

As with other health indicators, Blacks/African-Americans show increased disparity in fetal deaths.  

The fetal death rate for Black/African-Americans in 2009 11.5/1,000 an increase from the 10.5/1,000 

reported in 2008.  The rate slightly decreased for Hispanics from 7.4/1,000 in 2008 to 7.1/1,000 in 

2009.  Despite a considerable decrease in infant mortality for Whites in 2009, fetal mortality rates 

increased.  The White fetal mortality slightly increased from 6.4 in 2008 to 6.7/1,000 in 2009 (Fig. 

8).  This data shows in order to reduce fetal mortality a more comprehensive and general approach to 

women’s health is needed including pre and interconceptional health initiatives.   
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Neonatal mortality occurs during the first 28 days of life and is strongly correlated with low birth 

weight and prematurity.  This indicator, including use and availability of neonatal intensive care, 

measures the effectiveness of the perinatal high-risk system.  The leading causes of death in the 

neonatal period are congenital anomalies, respiratory distress syndrome, disorders relating to short 

gestation, and effects of maternal complications.  The total neonatal mortality rate per 1,000 in 

Pinellas County during the last 10 years fluctuates while Florida shows a steadier trend.  In 2004 

Pinellas experienced a 10 year low at 4.3 neonatal deaths per 1,000 births.  However, the rate 

reached a 10 year high in 2008 of 6.8 per 1,000.  In 2009, neonatal mortality decreased to 5.2/1,000 

however, the figure is still higher than the state’s 4.5/1,000 for the same reporting year (Fig. 9).  
 

 
 

 

Black/African-Americans continue to show the highest rate of neonatal deaths when compared to 

Whites and Hispanics.  However, Hispanics are also portraying an unusual upward trend since 2006.  

The 2009 neonatal death rate for Black/African-American was 15.3/1,000, an increase from 

13.6/1,000 in the previous year.  The 2009 rate for Hispanics was 5.4/1,000 (decrease from 6.6/1,000 

in the previous year) and for Whites the neonatal mortality rate in 2009 was 3.1/1,000 (decreased 

from 5.1 in the previous reporting year) (Fig. 10). 
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Post-neonatal mortality refers to deaths occurring during the period between 28 days and one year 

of life.  These deaths are associated with the effectiveness of the ongoing child health services, as 

well as socioeconomic factors relating to the child's home environment.  Healthy Start infant 

services are most likely to impact this indicator of infant health. The leading causes of death in this 

period are sudden infant death syndrome (SIDS), congenital anomalies, injuries and infection.  SIDS 

deaths criteria changed in the year 2000 and sleep related deaths are now classified under a variety 

of different causes of death, without using SIDS as a cause of death in the death certificate.  Some of 

the cases that would have been previously identified as SIDS cases are now categorized as asphyxia 

or one of several other death classifications.  This has considerably impacted the number of SIDS 

cases in Pinellas County with a drastic decrease in the number of SIDS cases reported. Despite the 

reporting changes, post neonatal mortality rates include a diverse number of causes of death.  Total 

post neonatal rates per 1,000 births in Pinellas County continued to decrease in the last 10 years and 

tend to be lower than those for the State.  In 2009 the post neonatal mortality rate for Pinellas County 

was 1.4/1,000 a decrease from the previous year’s 2.3/ 1,000 (Fig. 11).    

 
 

 

Figure 12 shows the distribution of post neonatal deaths by race/ethnicity.  Blacks show the highest 

rate of post neonatal deaths every year except for 2004.  After a 10 year high in 2005, Black/African-
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American post neonatal mortality rates have been steadily decreasing.  In 2009, Black post natal 

mortality was 5.5 per 1,000 births.  During the same year the post natal mortality rate for Hispanic 

was 4.5/1,000 (the highest in the reporting 10 year period) and 2.3 for White.   

 
 

 

Premature births refer to babies delivered before 37 weeks of gestation.  Premature babies are at 

increased risk of newborn health complications such as breathing problems and even death. They 

also have an increased risk of lasting disabilities such as mental retardation, learning and behavioral 

problems, and cerebral palsy, lung and vision problems.  The percentage of preterm births continued 

to increase for both the county and the state in the last 10 years however, Pinellas County had 

consistently been below the state percentage of premature births.  In 2009, 13.1% of the deliveries in 

Pinellas County were preterm compared to 14% for the state of Florida (Fig. 13).  
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As in previous indicators racial disparities are prevalent in preterm births.  Black/African-Americans 

have the highest percentage of preterm births when compared to White and Hispanic.  The percent of 

preterm births for Black/African-American in 2009 was 19.4% while the percent for White was 

11.5%. Hispanics continue to show unexpectedly high poor birth outcomes with 13.1% preterm 

births, the highest in 10 years of data. 

 

  

 

 

 

 
 

 

 

 

 

 

Figure 15 illustrates the percent of all births in 2009 delivered premature by zip code in Pinellas 

County.  As expected the high risk areas in St. Petersburg and Greenwood (zip code 33770) have the 

high percentages of preterm births (dark blue color) coinciding with the high risk population living 

in those areas.  One area in the map had unexpectedly high percentages of preterm births (Clearwater 

Countryside area zip code 33761).  After presenting the data at the February 2011 Coalition meeting, 

we were informed of new trailer parks established in recent years in that area.  Although there is no 

statistical evidence to explain the high percentages in those areas, the recent influx of low income 

minorities in the area could help identify risk factors not present in previous years.    

 

 

 

 

 

 

 

 

 

 

 

10.3 11.3 11.1 11.4 11.1 11.8 11.7 11.1 11.3 11.5

19.4
18.3

21.1
19.4 18.4

20 19.5 19.2 19.6 19.4

10.3 10.5 10.5 11.4 10.6 11.5 10.9
12.3 11.9 13.1

0

5

10

15

20

25

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

P
e

rc
e

n
t

Year

Fig. 14  Preterm Births by Race/Ethnicity-Pinellas 
County

White

Black

Hispanic



 30 

 

 

 

 

 

 

 

 

Fig. 15 Percent of All Births that are Premature by Zip Code 2009-Pinellas County 

 

 
 

 

 

 

 

Low birth weight infants (weighing <2500 grams or 5.5 pounds and under) are at risk for long-term 

illness and disability, developmental deficits, psychosocial problems, and even death.  Maternal risk 
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factors associated with low birth weight include poor nutrition, cigarette smoking, drug and alcohol 

abuse, and stress.  Low birth weight (LBW) is frequently related to premature birth.  In the past, it 

was believed that LBW could often be prevented through timely and effective prenatal care.  Current 

research indicates that a woman’s health status prior to pregnancy can have a significant impact on 

the incidence of LBW. The percentage of low birth weight babies decreased in 2009 for the first time 

in 10 years.  In 2009, 8% of Pinellas County births were low birth weight compared to 8.7% of the 

births for the state of Florida.  The percentage remains higher than the Healthy People 2010 goal of 

5%.  The high percentage indicates the need to target health issues prior to conception to impact the 

number of babies born below normal birth weight. 

 

 
 

 

Figure 17 illustrates the percent of all births in 2009 born low birth weight by zip code in Pinellas 

County.  The high risk areas in St. Petersburg and Greenwood (zip code 33770) have high 

percentages of low birth weight births (dark blue color) as expected for this high risk population.  

The Countryside area (Clearwater zip code 33761) follows the model of the prematurity map 

however a new unexpected area (Safety Harbor zip code 34685) also presents a high percentage of 

low birth weight babies.  After presenting the data at the February 2011 Coalition meeting, 

participants were unable to detect any changes in the local area that could provide possible causal 

factors for the higher percent in that area.    
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Fig. 17 Percent of All Births that are Low Birth Weight by Zip Code 2009-Pinellas County 
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Blacks/African-Americans have higher percentages of LBW babies across the 10 years of data.  All 

three groups showed a decrease in percentage from 2008 to 2009.  Blacks/African Americans had 

13.9% low birth weight infants (1.7% less than in 2008), Hispanics had 6.4% (0.2% lower than in 

2008) and Whites had 6.6% (a decrease of 0.5% from the previous year (Fig.18). 

 
 

Birth to teens has been associated with potentially adverse health, economic and psychosocial 

outcomes.  Teen mothers are also at increased risk of delivering premature babies and having low 

and very low birth weight infants. Rates of births to teens have been decreasing steadily since 2000 

(Fig. 19).  The 2009 teen birth rate for Pinellas was 36.8 per 1,000, lower than the State’s 37.4 per 

1,000. 

 
 

Figure 20 illustrates the areas in the county were most teen mothers reside.  As expected, the high 

risk areas have more teen mothers as evidenced by the dark blue colors. 
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Fig. 20 Percent of Births to Teen Mothers by Zip Code 2009-Pinellas County 

 

 

 
 

 

 

 

Nonwhites continue to have higher teenage birth rate when compared to White (Fig. 21).  Black 

teens ages 15-19 continue to have the highest teen birth rate (85.9 per 1,000 in 2009) compared to 

Hispanics (49.5 per 1,000) and Whites (26.5 per 1,000) during the same time period.  The Healthy 

Start Coalition of Pinellas currently partners with Planned Parenthood and the Teen Parent program 

at the Pinellas public school system to provide services to teen parents.  In addition, most doula 
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services contracted by the Coalition are provided to teen parents to provide support and 

interconceptional health education.    

 

 
 

Teens that become pregnant have high rates of repeat pregnancies.  Nearly one-third of teens 

conceive again within two years of their first pregnancy.  Repeat births are an indicator of the 

effectiveness of family planning services in a community.  However, the last two years of the 

reported data have been the highest rates for the entire 10 year period for both the County and the 

State (Fig. 22). 

 
 

Sexually Transmitted Diseases (STD) cases continue to increase and not only in the teen population.  

In 2009 despite an overall decrease in birth rates, STDs continue to be on an ascending trend (Fig. 

23).  This trend may indicate the type of protection being used may prevent pregnancy but be 

inappropriate protection to avoid STD’s.   
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Early prenatal care usage is associated with positive birth outcomes.  It provides an opportunity to 

identify and modify medical and psychosocial risk factors.  First trimester entry to care can be used 

as a proxy for accessibility of services, outreach education, and knowledge and attitudes about the 

importance of early prenatal care.  In the past 5 years, Pinellas County and the state of Florida 

experienced a decline in first trimester entry to prenatal care.  In 2009, 76.7% of pregnant women 

entered prenatal care in the first trimester, a slight improvement from the previous year (Fig. 24).    

 
 

 

 

Black/African-Americans have the lowest percent of early access to prenatal care and in 2009 only 

63.4% accessed prenatal care in the first trimester.  Distrust of the health system, lack of knowledge 

of available services and transportation issues are some of the reasons for the disparity according to 

focus group data obtained for this service delivery plan. The Hispanic entry to prenatal care has 

improved since 2006, possibly related to the implementation of a Centering Pregnancy program and 

a prenatal clinic at the Clearwater Health Department.  The percent of Hispanics accessing prenatal 

care in 2009 was 72.8%, still lower than the percent for Whites for the same year (80.3%).   
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Third trimester or no prenatal care are highly correlated with adverse birth outcomes. After an 

increase from 2004 to 2006, the percent of mothers accessing care in the third trimester or not 

receiving prenatal care has been on a steady decline.  In 2009, 4.3% of Pinellas County pregnant 

women entered prenatal care in the third trimester or didn’t have prenatal care compared to 5% for 

the state of Florida (Fig. 26).   

 

 

 
 

 

 

Disparities by ethnic background are also apparent in late or no prenatal care percentages (Fig. 27).  

In 2009, the percentage for Black/African-American was 7.07%, for Hispanics was 3.8% and 3.3% 

for Whites.  These disparities have been associated with unequal access to health insurance, lack of 

cultural competence in service delivery and poor knowledge of available community resources.   
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Access to prenatal care is linked to the ability to obtain appropriate health care coverage.  In the 

past 3 years the number of women covered by Medicaid insurance at time of delivery has increased.  

The average percent of women delivering with Medicaid insurance for 2007-2009 was 46.4% for 

Pinellas and 44.8% for the state.  Fig. 28 shows the percent of Medicaid deliveries by individual 

years.  Pinellas consistently has a higher percentage that the state.  Of those Medicaid recipient 

deliveries many are SOBRA Medicaid recipients.  SOBRA recipients are pregnant women who have 

a family income less than 185% of the federal poverty level. These women are only eligible for 

Medicaid during pregnancy and 60 days after delivering the baby; therefore many of them are 

uninsured or under insured 60 days after delivery.     

 
 

Focus Groups, Surveys and Community Gatherings 
The Healthy Start Coalition of Pinellas uses a combination of quantitative and qualitative data 

sources to obtain data at the local and state level.  In addition to the previously described quantitative 

information, the Coalition continually assesses community needs though additional client 

satisfaction surveys, community gatherings and focus group information.   
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Healthy Start Community Café 

Two community café events were held (February 2008, May 2009 and September 2010) attended by 

a 64 participants. The Community Café is based on the World Café technique developed by Juanita 

Brown and David Isaacs. (http://www.theworldcafe.com/. The World Café is a conversational 

process of thinking to create actionable knowledge.  It is a flexible, easy-to-use process for fostering 

collaborative dialogue, sharing collective knowledge, and discovering new opportunities for action. 
It is designed to generate input, stimulate innovative conversation, explore action possibilities, 

engage people in authentic conversation, share knowledge, conduct in-depth exploration, build 

mutual ownership, deepen relationships and create meaningful interactions.  Participants join a 

conversation cluster and engage in rounds of conversation, discussing questions presented at each 

table.  Participants write, doodle and draw key ideas, linking and connecting key themes, 

synthesizing discoveries and turning them into actionable items.  Table hosts remain at the tables as 

participants rotate from table to table.  Two of the events focus on generating strategies to address 

maternal and child health issues in Pinellas County.  One of the events focused specifically on the 

needs of teens.  Many of the strategies developed for category B and C of this service delivery plan 

resulted from ideas generated in the Community Café.  A full report of Community Café events is 

available in Appendix A.   

 

 

Focus groups 

The Healthy Start Coalition performed 9 focus groups from April 2009 through November 2009.  

The total number of participants included 17 Healthy Start care coordinators and supervisors and 53 

community participants distributed in several focus groups:  

1.  Latino Access to Care (April 2009): Assessment of health care services available 

for North County Latino clients. Questions included where Latino clients went to 

obtain care, reasons why they preferred those locations, satisfaction with services 

and health messages more relevant to them and how they obtain health messages.  

Participants expressed a reliance on family and friends to learn about health. They 

also established the Clearwater Health Department as their main source of health 

services and information.  A full report is available in Appendix B-1. 

2. Father Involvement Focus Group (June 2009):  In collaboration with a University of 

South Florida intern, the Coalition assisted in a focus group addressing father’s role 

during pregnancy and early childhood.  Participants talked about their experiences 

with their own fathers and how it shaped their expectations for the relationship with 

their baby’s father. 

3. Florida Right from the Start focus group (June 2009): Participants reviewed 

interconceptional messages for first time mothers from the Florida Right from the 

Start initiative and provided feedback about changes and preferences to the 

messages.   

4. Healthy Start staff and supervisor focus group (3 focus groups November 2009):  

Staff provided feedback about data entry, initial assessments, target population, 

educational materials available and areas of concern to provide services to Healthy 

Start clients.  They also provided new strategies to focus for the upcoming 5 year 

service delivery plan.  A full report is available in Appendix B-2.     

5. Healthy Start client group (3 groups: North, Mid and South County):  Participants 

were asked about barriers to care, how to change poor health behaviors, strategies to 

engage and keep high risk women in Healthy Start services, causes of health 

disparities, and innovative strategies to implement in Healthy Start.  A full report is 

available in Appendix B-3. 

http://www.theworldcafe.com/
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Surveys 

1. Healthy Start client satisfaction surveys (on-going): The lead agency provides a report of 

client satisfaction surveys in their quarterly report.  This survey provides information about 

satisfaction with Healthy Start services, referrals and community resources. Overall clients 

were highly satisfied with Healthy Start services, and care coordinators.  For a copy of the 

survey administered to clients refer to Appendix C.  

2. MomCare surveys (ongoing):  The Coalition collect data from MomCare surveys (Appendix 

D) and analyzes the data using the SPSS statistics program.  A total of 929 surveys were 

collected from July 2006 through March 2011.  Clients show satisfaction with MomCare 

services provided. 

3. Access to care survey (October 2008):  14 participants responded questions at a community 

maternity resource fair regarding their experience with Medicaid insurance and with local 

providers.  The survey indicated women delays obtaining Medicaid due to poor follow up of 

needed paperwork required, delay in prenatal care due to a delay in insurance and an overall 

dissatisfaction with the high risk clinic wait time and location (Appendix E). 

4. Father inclusion provider survey (December 2008): 11 providers responded to a survey 

assessing father inclusion at prenatal visits.  Providers reported inviting fathers to be present 

in the prenatal visit however providers had limited knowledge of available resources for 

fathers (Appendix F). 

5. Mental health provider survey (December 2008):  11 providers responded to a survey 

assessing prevalence and knowledge of mental health services.  Several providers did not 

have a specific person at the office to address mental health issues and some were unaware of 

available resources for referral. (Appendix G). 

6. Daddy Health Fair survey (June 2009): 20 surveys were completed addressing father’s role in 

their children’s live and overall involvement and support provided. 

7. Florida Right from the Start surveys (May 2010): 200 surveys were completed providing 

feedback to the Florida Right from the Start marketing messages. 

 

 

Conclusion: 
Review of data trends and feedback through focus groups, surveys and community gatherings in the 

Pinellas County target audience guided the creation of the Healthy Start Coalition Service Delivery 

Plan 2011-2016.  The most important areas of interest for this five year plan are to continue to 

improve prenatal screenings, increase Healthy Start visibility, reduce health disparities, engage and 

involve people in pre and interconceptional care, improve children’s health and promote optimal 

development and to reduce the risk of prematurity and low birth weight.   The needs assessment 

reveals the County suffered the impact of the economic and social crisis as evidenced by a decline in 

many of the maternal and child health indicators including access to care.  Indicators directly related 

to prematurity, such as low birth weight rates and maternal health prior to pregnancy; continue to be 

a problem countywide.  Indicators such as those related to sexually transmitted diseases continue to 

increase.  Despite the decline in health indicators, prenatal Healthy Start screening greatly improved 

while maintaining high infant screening rates.  The following section discusses the target population 

chosen based on the needs assessment and details the areas of interest from which strategies were 

derived.  
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Indicator Comparison Table  
 

Indicator Pinellas 

Baseline 

Data 1993 

Pinellas 

2009 

data 

Florida 

2009 data 

Pinellas 

rolling 3 

year rates 

2007-09 

Healthy 

people 

2020 

goal 

Infant Mortality 

Rate per 1,000 

live births 

9.6 

 

8.3 

 

6.9 8.3 6.0 

Neonatal 

Mortality Rate 

per 1,000 

6.2 5.2 4.5 5.6 4.1 

Post Neonatal 

Mortality Rate 

per 1,000 

3.3 1.4 2.4 2.7 2.0 

Low Birth 

Weight Percent 

7.5% 8% 8.7% 8.4% 7.8% 

Very Low Birth 

Weight Percent 

1.6% 1.5% 1.6% 1.6% 1.4% 

Prenatal 

Screening 

Percent  

46% 90.37% 

 

84.4% 75.3% N/A 

Postnatal 

(Infant) 

Screening 

Percent 

70.8% 92.2% 87.9% 96.1% N/A 

1st Trimester 

Entry to 

Prenatal Care 

Percent 

80.4% 76.7% 78.3% 75.7% 77.9% 

Births to Teens 

15-19 (%) 

8.1% 36.8% 37.4% 10.9% N/A 

Repeat births to 

teens 15-19 (%) 

N/A 18.3% 18.9% 18.6% N/A 

Immunization

s Percent 

(children 2 

years old) 

92.2% 

 

85.7% 81.9% 85.4% N/A 
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Goal Reference Table 2011-2016 
Goal Data Reference  Strategy Reference 

Improve Prenatal 

Screenings for         

At-Risk Pregnant 

Women  

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 24 Births to mothers 

who enter prenatal care in 

the 1
st
 trimester 

Fig. 26 Births to mothers 

with 3
rd

 trimester or no 

prenatal care 

Fig. 28 Medicaid deliveries 

Fig. 31 Percent of women 

consenting to prenatal 

screening 

Fig. 35 Percent of infants 

screened by Healthy Start 

 

 

 

 

 

 

 

B-1-1 Provide technical support to 

providers to help them improve 

prenatal screening rates 

B-1-2 Educate women about Healthy 

Start screenings and Healthy Start 

services 

B-1-3 Continue office based services: a 

Healthy Start nurse, social worker 

and/or case coordinator attached to a 

private physician office 

B-2-1  Annual Communication Plan 

Updates 

B-2-2 Promote community partnerships 

to increase public awareness  

B-2-3 Offer training and educational 

materials to providers 

Improve pre and 

interconceptional 

health  

Fig. 6 Fetal mortality 

Fig. 19 Births to teens 15-19 

Fig. 22 Repeat births to 

teens 

Fig. 23 Total reported 

syphilis, gonorrhea and 

Chlamydia cases 

Fig. 29 Feto-infant mortality 

(PPOR) 

Fig. 32 Total reported 

domestic violence incidents 

Fig. 36 Access for dental 

care for low income people 

Fig. 33 Percent of births to 

overweight women 

Fig. 34 Percent of births to 

obese moms 

B-4-1 Improve Quality of Pregnancy 

B-4-2  Promote a holistic approach to 

health 

C-1-1 Reduce the risk of prematurity 

and low birth weight by focusing on 

wellness 

 

 

 

 

Reduce Infant 

Mortality 

Fig. 3 Infant mortality rate 

Fig. 9 Neonatal deaths 

Fig. 11 Post neonatal deaths 

Fig. 24 Births to mothers 

who enter prenatal care in 

the 1
st
 trimester 

Fig. 26 Births to mothers 

with 3
rd

 trimester or no 

prenatal care 

Fig. 29 Feto-infant mortality 

(PPOR) 

Fig. 35 Percent of infants 

screened by Healthy Start 

Fig. 37 Percent of infants 

delivered by C-section by 

race 

All of the strategies targeted in this 

service delivery plan focus on the final 

overarching goal of reducing infant 

mortality 

B-1-2 Educate women about Healthy 

Start screenings and Healthy Start 

services 

B-1-3 Continue office based services: a 

Healthy Start nurse, social worker 

and/or case coordinator attached to a 

private physician office 

B-2-2 Promote community partnerships 

to increase public awareness 

B-2-3 Offer training and educational 

materials to providers 

B-3-1 Increase cultural competency of 
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providers and community 

B-3-2 Improve access to Medicaid and 

other health insurance coverage 

B-4-1 Improve Quality of Pregnancy 

B-4-2 Promote a holistic approach to 

health 

C-1-1 Provide educational  

tools to providers, clients and the  

community about maternal infections 

C-2-1 Provide additional information to 

providers and clients regarding 

smoking cessation and effects of 

smoking on children and fetuses 

C-2-2 Provide additional information to 

providers and clients regarding 

prescription and illegal substance 

misuse and effects on children and 

fetuses 

 

 

 

Reduce Prematurity  Fig. 23 Total reported 

syphilis, gonorrhea and 

Chlamydia cases 

Fig. 24 Births to mothers 

who enter prenatal care in 

the 1
st
 trimester 

Fig. 26 Births to mothers 

with 3
rd

 trimester or no 

prenatal care 

Fig. 29 Feto-infant mortality 

(PPOR) 

Fig. 37 Percent of births 

delivered by C-sections 

Fig. 39 Resident live births 

to mothers who smoke  

 

 

 

 

 

 

 

 

 

B-1-1 Provide technical support to 

providers to help them improve 

prenatal screening rates 

B-1-2 Educate women about Healthy 

Start screenings and Healthy Start 

services 

B-1-3 Continue office based services: a 

Healthy Start nurse, social worker 

and/or case coordinator attached to a 

private physician office 

C-1-1 Provide educational  

tools to providers, clients and the  

community about maternal infections 

C-2-1 Provide additional information to 

providers and clients regarding 

smoking cessation and effects of 

smoking on children and fetuses 

C-2-2 Provide additional information to 

providers and clients regarding 

prescription and illegal substance 

misuse and effects on children and 

fetuses 

 

 

Reduce low birth 

weight  

Fig. 16 Percent of babies 

born low birth weight 

Fig. 24 Births to mothers 

who enter prenatal care in 

the 1
st
 trimester 

Fig. 26 Births to mothers 

with 3
rd

 trimester or no 

prenatal care 

Fig. 39 Resident live births 

to mothers who smoke  

 

 

 

 

C-1-1 Provide educational  

tools to providers, clients and the  

community about maternal infections 

C-2-1 Provide additional information to 

providers and clients regarding 

smoking cessation and effects of 

smoking on children and fetuses 

C-2-2 Provide additional information to 

providers and clients regarding 

prescription and illegal substance 

misuse and effects on children and 

fetuses 
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Improve children’s 

health and promote 

optimal development 

Fig. 35 Percent of infants 

screened by Healthy Start 

Prematurity is associated 

with an increased risk of 

child developmental 

problems, therefore 

indicators affecting 

prematurity indicate a higher 

risk for developmental 

problems 

B-5-1 Early identification of children 

with developmental delays  

B-5-2 Promote Wellness in Young 

Children 

 

 

Decrease health 

disparities 

Fig. 5 Infant mortality rate 

by race 

Fig. 8 Fetal mortality by race 

Fig. 10 Neonatal deaths by 

race 

Fig. 12 Post neonatal deaths 

by race 

Fig. 18 Percent of babies 

born low birth weight by 

race 

Fig. 21 Births to teen 15-19 

by race 

Fig. 25 Births to mothers 

who enter prenatal care in 

the 1
st
 trimester by race 

Fig. 27 Births to mothers 

with 3
rd

 trimester or no 

prenatal care by race 

Fig. 38 Percent of births 

delivered by C-section by 

race 

Fig. 40 Resident live births 

to mothers who smoke by 

race 

B-3-1 Increase cultural competency of 

providers and community  

B-3-2 Improving access to Medicaid, 

KidCare, MomCare and other health 

insurance coverage 
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Target Population and Areas of Special Interest 
 

Based on the outcome indicators and findings from the Perinatal Periods of Risk (PPOR), FIMR 

analysis, MomCare and client surveys, focus group information and the Community Café, the 

Healthy Start Coalition of Pinellas selected the following target populations for the 2011-2016 

Strategic Plan:   

 Women screening 6 or greater on the Healthy Start Prenatal Screen (and their families) 

 Women who experienced previous pre-term labor, premature birth or delivered a LBW baby 

 Women who experienced previous fetal or infant loss 

 Women of childbearing age with health problems at the pre and interconceptional periods 

placing them at risk of poor birth outcomes 

 Infants screening 4 or more in the Healthy Start screen 
 Infants at risk of developmental delay 

 

The Coalition consistently targets women at risk of poor birth outcomes based on a Healthy Start 

score of 6 or higher. Women with a score less than 6 may have other risk factors such as smoking, a 

previous fetal or infant loss, a chronic health condition and other factors specified in Appendix H 

“Referrals Based on Other Factors”.  Based on the severity of the risk factors, these women can 

become Healthy Start clients at a different service level including wraparound services. In the past 

three service delivery plans, the Coalition also targeted preterm births as a precursor to poor birth 

outcomes.  Data from 2009 indicate approximately 13% of the total births in Pinellas County were 

preterm births (less than 37 week gestation).  The percentage of low birth weight babies remains at 

8%.  Furthermore, Fetal and Infant Mortality Review (FIMR) data shows one of the most common 

causes of death in fetal and infant cases reviewed was prematurity.   Women with a prior fetal or 

infant loss are at a higher risk of poor birth outcomes in subsequent pregnancies. Data from the 

Perinatal Periods of Risk (PPOR) suggests further improvements in the infant mortality rates will not 

be achieved without a strong focus on the underlying contribution to infant death:  pregnancies 

which result in infants born too early and too small. Based on these indicators, the Coalition will 

continue to target women at risk of preterm births and low birth weight deliveries.  The Coalition 

will also focus on women who experienced a prior fetal or infant loss and are therefore at a higher 

risk of poor birth outcomes. FIMR cases show mothers with a previous fetal or infant loss are more 

likely to have another loss.    

 
A focus on women of childbearing age with health problems prior and between pregnancies (pre and 

interconceptional period) is essential to minimize infant mortality and prevent poor birth outcomes.   

The Perinatal Periods of Risk (PPOR) analysis documented the maternal health and prematurity 

period as the period most frequently associated with fetal and infant deaths in Pinellas County. The 

maternal health period is associated with the women's health status prior to conception 

(preconceptional care) (Fig. 29). Maternal health and prematurity has been an issue in Pinellas 

County since the first PPOR analysis (Fig. 30).  The most recent analysis available (2004-06) 

showed an increase in the number of the feto-infant death rate due to maternal health and 

prematurity. The excess mortality rate in the maternal health category for Pinellas County is due to 

birth distribution that is, an increased number of premature babies and babies with growth 

retardation.  Over half of the total infant mortality difference between Pinellas County and the 

national reference group is due to a large number of very low birth weight births, as opposed to 

problems with hospital care or prenatal care. 
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PPOR analysis indicates that targeting only pregnant women and parents will have little impact on 

the mother's health status prior to conception, minimizing the impact on poor birth outcomes such as 

prematurity and low birth weight. The Pinellas County Health Department initiated an 

interconceptional care program in 2001.  The program serves Healthy Start and Healthy Families 

clients.  In addition it serves all Pinellas county women who experienced a fetal or infant loss, 

regardless of whether they were enrolled in one of the Healthy Start programs. Women are offered 

family planning, nutrition and exercise information, general health information and other topics 

impacting poor birth outcomes. To help decrease repeat teen births, teen mothers are also offered 

interconceptional care.  From July 1, 2010-June 2011 a total of 3,057 women received 

interconceptional education. The Healthy Start Coalition of Pinellas will continue supporting 

0

1

2

3

4

5

Maternal Health Maternal Care Newborn Care Infant Care

3.9

2.2

1.5

2.3

4.7

2.3

1.4
1.6

4

2.1

1.2 1.4

4.2

1.6

1.1

1.8

Fig. 30 Comparison PPOR Analysis Across Years-Pinellas

1995-98

1998-00

2001-03

2004-06

Fig. 29 Feto-Infant Mortality  
Pinellas County, 2004-06 

237 

Feto-Infant 

Deaths 

27,277 

Fetal Deaths & Live 

Births 

 

Maternal Health & Prematurity 

116 

Maternal 

Care 

43 

Newborn 

Care 

29 

Infant 

Health 

49 Feto-Infant 

Mortality 

Rate 

237 x 1,000  

27,277 

8.7 deaths per 1,000 births and 

fetal deaths 

 

Maternal Health & Prematurity 

4.2 

Maternal 
Care 

1.6 

Newborn 

Care 

1.1 

Infant 

Health 

1.8 



 47 

interconceptional care to impact the maternal health and prematurity period and therefore, decrease 

the number of low birth weight, premature and infant and fetal losses countywide.   

 

The Coalition will also continue to focus on infants with a Healthy Start screen of 4 or higher and 

infants at risk of developmental delay.  Babies born with low birth weight and/or prematurely are at 

a high risk for developmental delay.  The Coalition will ensure strategies are developed to address 

the needs of families of children with developmental delays through early identification and by 

providing referrals and information to community resources.  

     
Areas of special interest to address the target populations 

The Coalition will address the populations of interest by: 

 Continue to improve prenatal screening rates to properly identify at risk women 

 Increase Healthy Start visibility   

 Reduce health disparities to ensure equal and quality access to perinatal health care 

regardless of age, race/ethnicity, gender and insurance coverage 

 Engage and involve people in pre and interconceptional care to ensure men and women are 

healthy prior to conception therefore decreasing probabilities for poor birth outcomes and 

repeat teen births 

 Improving children’s health and promoting optimal development providing tools and 

resources for families to achieve their child’s potential 

 Reduce the risk of prematurity and low birth weight by focusing on strategies targeting 

proper nutrition, substance abuse and wellness 

 

Category B: Community wide strategies 

 

B-1 Continue to improve prenatal screening rates 

The percent of women consenting to prenatal screening reflects the number of women screened 

using the Healthy Start screening form.  The screening process is essential in identifying women and 

babies at risk of experiencing poor delivery outcomes.  Pinellas County offers one screening form to 

refer clients to all available services under the Healthy Start umbrella (Healthy Start, Healthy 

Families and Federal Healthy Start).  Prenatal screening rates have been increasing since 2004 for 

both Pinellas County and the State of Florida (Fig. 31).   In 2010, Pinellas County had a screening 

rate of 90.37%, while the state’s rate was 84.44%.  Despite great improvement, the Coalition will 

continue to work to increase the number of women consenting to the screen since this process 

captures at risk women early in the pregnancy, allowing for early intervention. 
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Although mandated by law, some prenatal care providers fail to universally screen women offering it 

only to clients perceived as “at risk” by their staff.  Barriers to screening include the number of 

forms to be filled out by patients, lack of staff and time at physician offices to screen women.  In 

addition, some women misunderstand the purpose of the screening and the services offered through 

Healthy Start.  Some of the misconceptions include thinking that qualifying for Healthy Start is 

based on income, mistrust in government agencies and general misunderstanding of available 

services. Strategies to increase prenatal care screenings include: 

 B-1-1 Provide technical support to providers to help them improve prenatal screening rates  

- Educate and train about screening procedures 

- Update the Healthy Start resource manual quarterly 

- Continue to share screening rates quarterly 

- Provide assistance and education to providers about relevant topics in maternal and 

child health 

- Request quarterly a screening rate report to identify practices with improper screening 

or submitting screening forms late 

- Educate providers about Healthy Start service expectations by client level so they can 

better explain the program to their clients 

 B-1-2 Educate women about Healthy Start screenings and Healthy Start services 

- Highlight screening forms and attach information bookmarks to encourage women to 

say “yes” to the Healthy Start screening. 

- Yearly focus groups to identify reasons why some women decline Healthy Start 

services 

- Participate in community activities and collaborate with community partners to 

disseminate Healthy Start information 

- Distribute Healthy Start bilingual flyers and resource sheets to OB providers 

- Distribute Healthy Start bilingual flyers and resource sheets to faith based 

organizations, neighborhood family centers and recreation centers 

- Encourage providers and care coordinators to use the Healthy Start Coalition website 

and Facebook page 

- Update Facebook messages monthly 

- Explore possibility of using electronic frames to provide messages about Healthy 

Start  

- Provide Healthy Start information via the radio 
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- Search for PSA opportunities to disseminate Healthy Start information  

 B-1-3 Continue office based services: a Healthy Start nurse, social worker and/or case 

coordinator attached to a private physician office 

- Continue to offer Office Based services to providers 

- Continue QI monitoring of Office Based Services 

- Compare birth outcomes, services and referrals from Healthy Start home visitation 

and office based services 

 

B-2 Increase Healthy Start visibility 

Data from focus groups and feedback from Community Café events suggest the community as a 

whole still holds misconceptions about Healthy Start.  Despite efforts, providers continue to believe 

program eligibility is based on special needs populations such as teens and those of low socio 

economic status.  Women believe the program is linked to the government and are concerned about 

possible ties to the Department of Children and Families and the child welfare system.  Some also 

believe the program is based on income and may decline screening and/or services due to this 

misconception.  These findings led to development of a strategy to increase Healthy Start visibility 

to all stakeholders through: 

• B-2-1 Annual Communication Plan Updates 

- Update executive director report 

- Develop and distribute yearly the publication “Your Community at a Glance” 

providing maternal and child health indicators countywide 

- Develop yearly Healthy Start accomplishments brochure 

- Visit legislators 

 B-2-2 Promote community partnerships to increase general public awareness 

- Attend community health fairs and events 

- Conduct two maternity resource fairs per year 

- Partner with the local university to educate about maternal and child health issues 

- Seek partnerships with local businesses 

- Seek partnerships with local service clubs 

- Explore additional partnerships with faith based organizations 

- Explore additional partnerships with insurance companies 

- Provide information about Healthy Start and KidCare to day care facilities 

 

 

 

 

 B-2-3 Offer training and educational materials to providers 

- Partner with agencies and hospitals to provide training to providers 

- Provide training to providers about smoking cessation, substance misuse, obesity, 

dental care and other factors that impact birth outcomes 

- Provide training to providers regarding mental health issues 

- Distribute breastfeeding materials to providers 

  

B-3 Reducing health disparities  

The report Unequal Treatment; Confronting Racial and Ethnic Disparities in Healthcare by the 

Institute of Medicine of the National Academies (2003) defines racial disparity as:  

 

“Racial or ethnic differences in the quality of healthcare that are not due to access-related factors 

or clinical needs, preferences, and appropriateness of intervention.”(Summary p.3)  
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The Institute of Medicine focuses on two levels: the healthcare system and discrimination at the 

individual level.  Discrimination is defined as “differences in care that resolve from biases, 

prejudices, stereotyping and uncertainty in clinical communication and decision making.” 

(Summary p.4)  The Coalition also recognizes discrimination due factors other than racial and ethnic 

differences including insurance type, socioeconomics and gender. 

Disparities are evident in Pinellas County data as seen in the needs assessment previously discussed.  

African Americans/Black babies are almost four times more likely to die than White babies.  

Disparities also exist in many other indicators including, and a recent neonatal and post neonatal 

mortality, entry to prenatal care, prematurity, low birth weight and teen births among others.  On 

most health indicators, Blacks are over represented in poor birth outcomes when compared to 

Whites.  Health disparities are also noticeable with Hispanic populations.  Hispanics/Latinos have a 

higher percentage of late prenatal care. In recent years, infant mortality for the Hispanic population 

is at an all time high.  Latinos are more likely to be uninsured or underinsured. 

Gender is also a factor in health disparities. Men are more likely to be uninsured.  In addition, the 

number of uninsured women may be higher since many women only receive Medicaid during their 

pregnancy and are left uninsured afterwards.  The Coalition intends to address health disparities by: 

 

 B-3-1 Increase cultural competency of providers and community  

- Monitor website usage of the cultural competence self assessment tool 

- Offer and schedule options for cultural competence training 

- Distribute customer satisfaction tools to providers 

- Participate in PIMAR meetings 

- Participate in Hispanic Leadership Council  

- Participate in the Hispanic Council’s health committee 

- Develop, procure and distribute brochures and educational materials to educate 

non English speaking Healthy Start clients 

- Enhance diversity representation in Healthy Start Coalition membership 

- Assess needs of minority populations yearly through community forums, focus 

groups and/or surveys 

- Report focus groups findings yearly to community partners 

- Translate the “FIMR Focus” newsletter into Spanish 

- Implement strategies to reduce the impact of stress in ethnic minorities 

- Participate in St. Petersburg Together Dialogue Group 

- Provide PAT (Parents as Teachers) support groups in Spanish twice a year 

- Continue to provide Centering Pregnancy services to Latino women 

- Partner with the Federal Healthy Start project and report care coordination 

information 

- Review a minimum of 6 African American fetal and infant deaths  

 B-3-2 Improving access to Medicaid, KidCare, MomCare and other health insurance 

coverage 

- Distribute at least 2,000 MomCare applications yearly to provider offices  

- Track referrals from care coordinators to Medicaid  

- Continue to partner with KidCare in linking parents to this insurance 

- Report on Pinellas KidCare Coalition efforts 

- Educate clients about Medicaid HMO options and changes due to Medicaid 

Reform 

- Report number of clients served and services provided to clients by the Healthy 

Start health navigator 
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- Educate providers about the Medicaid Family Planning Waiver 

- Track referrals from care coordination to family planning services 

- Document MomCare client feedback regarding problems with Medicaid 

- Annual visit to legislators addressing the importance of Medicaid coverage for 

pregnant women 

- Continue to provide MomCare services 

- Educate consumers about health insurance benefits and benefits of primary care 

provider 

 

B-4 Engaging and involving people in pre and interconceptional care 

PPOR analysis reveals that fetal and infant deaths in Pinellas County can be impacted by addressing 

pre and interconceptional care.  PPOR data indicate that intervention promoting healthy behaviors 

and adequate health care prior to pregnancy can decrease the number of fetal and infant deaths (see 

PPOR data Fig. 29 and 30).  STD rates serve as an indicator of poor health prior to conception.  STD 

rates continue to be high countywide (Fig. 23) and are one of the most common factors present in 

women who experienced a fetal or infant loss (FIMR case review analysis).  Pinellas County offers 

interconceptional care to women who are Healthy Start, Healthy Families and Federal Healthy Start 

clients as well as to women who had a fetal or infant loss.  There is also a program focusing on 

fathers: The Father’s Program in St. Petersburg.  However, these interconceptional programs for 

both men and women target the population after a child’s birth, rather than preparing them in 

advance to be mentally and physically healthy prior to conception.    

 

Domestic violence has also been identified as a factor affecting women’s health and pregnancy 

across ethnic groups and socioeconomic status.  As a way to improve overall health and quality of 

pregnancy, the Coalition must address domestic violence issues across socio economic levels 

through care coordination.  Figure 32 indicates the number of reported domestic violence offenses; 

many of the domestic violence victims do not report their incident. 

 
 

In order to promote healthy behaviors, improve family health, identify domestic violence victims 

and improve the pregnancy and delivery process, the Coalition proposes to:  

 B-4-1 Improve the quality of pregnancy  

- Educate women about the risks of unnecessary C-section deliveries 

- Provide doula services countywide 

- Provide monthly Parents as Teachers support groups 

- Partner with Stroller Strides and other programs to encourage women to exercise 

during pregnancy and post partum 

- Provide Healthy Start care coordination to pregnant women 
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- Continue to partner with Federal Healthy Start pre and interconceptional program to 

provide outreach and education for at risk Black woman 

- Provide interconceptional services to Healthy Start clients 

- Provide childbirth education 

- Provide breastfeeding education 

- Provide domestic violence intervention through care coordination and referrals 

- Provide referrals to housing assistance from care coordination 

- Provide referrals from care coordination to adult education and GED 

- Provide referrals from care coordination to economic self sufficiency services 

- Provide referrals from care coordination to transportation services 

- Provide and report number of prenatal care passports distributed to providers and 

community agencies 

 

Overall nutritional status is well documented in the literature as a risk factor for low birth weight and 

prematurity. Obesity in particular has been identified as one of the precursors to a variety of chronic 

health conditions affecting poor birth outcomes including diabetes and hypertension. Nutritional 

issues are under diagnosed in Pinellas County due to criteria variability, lack of nutritional referrals 

from providers and not prioritizing nutritional information as part of the health assessment.  WIC 

offers nutritional counseling however, the number of clients who access WIC services is limited 

compared to the number of clients needing nutritional counseling who may not qualify for WIC 

services.  An additional problem is that health insurance companies may not cover nutritional 

referrals and counseling.   

FIMR and CHARTS data show there is an increase in the number of pregnant women who are 

overweight or obese prior to conception.  Weight gain during pregnancy has also been increasing 

despite physician recommendations.  In 2009, approximately 42% of all pregnant women in Pinellas 

County were overweight or obese (Fig. 33 and 34). 
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Healthy Start recognizes that in order to impact birth outcomes, strategies must be developed to 

affect nutrition and psychosocial factors affecting overall health.  Furthermore, the Coalition 

recognizes mothers live within a family context and are primary decision makers in driving healthy 

behaviors for their families.  The following strategies address nutrition and psychosocial factors in 

the 2011-2016 Service Delivery Plan: 

 

 B-4-2 Promote a holistic approach to health to ensure women and their families are at their 

optimal health (mentally and physically)  

- Provide nutritional counseling to Healthy Start clients  

- Provide prenatal and infant referrals from care coordination to WIC and food 

resources 

- Provide psychosocial counseling and referrals to long term mental health services to 

Healthy Start clients 

- Report yearly use of perinatal loss doula services  

- Explore possibility of partnering with Hospice to provide grief counseling techniques 

to Healthy Start care coordinators 

- Review/modify if needed current policy followed by care coordinators when a 

Healthy Start client fetal or infant loss occurs 

- Approach faith based organizations to provide health education materials 

- Utilize the Juvenile Welfare Board funded services pool 

 

B-5 Improve children’s health and promote optimal development 

Babies born prematurely are more prone to developmental problems.  Best practices for Healthy 

Start services include a continuum of care from prenatal to infant care services. Healthy Start uses 

the postnatal screening tool to assess infant risk that could affect development.  In 2009, the Healthy 

Start infant screening rate continued to be higher in Pinellas County when compared to the State 

(91.86%% vs. 87.95%%) (Fig.35).  The cooperation of all County hospitals (screening babies at 

birth immediately following delivery) and dedicating a staff member on site as a Healthy Start infant 

screener have been successful in keeping infant screening at a high percentage in the last 10 years. 
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The following are strategies for the 2011-2016 Service Delivery Plan as they relate to improving 

children’s health and promoting optimal development: 

 B-5-1 Early identification of children with developmental delays  

- Promote community-wide developmental screening 

- Provide educational opportunities related to child development 

- Assess pediatrician practices related to developmental screening 

- Develop a common system to report Ages and Stages results to avoid duplication 

- Provide educational opportunities for early childhood mental health 

- Monitor accidental injury statistics 

- Implement 5 protective factors 

 B-5-2 Promote Wellness in Young Children 

- Collaborate with community trainer, Janice Banther, to provide Happiest Baby on the 

Block training  

- Participate in the Pinellas-Pasco Child Fatality Review 

- Provide parenting education and support 

- Provide refresher course for Shaken Baby and SIDS to care coordinators 

- Distribute safe sleep baby shirts 

- Participate in Safe Kids Coalition and community safety events 

- Monitor early childhood injury statistics to identify community needs   

- Provide referrals to Healthy Start clients for child care resources  

- Provide growth and development materials to providers and clients 

- Provide infant passports, distribute to providers and community agencies and report 

numbers disseminated 

- Participate in Early Childhood Mental Health Committee to improve community 

resources 
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Category C:  Risk Reduction Strategies 

 

C-1 Reduce the risk of prematurity and low birth weight by focusing on wellness 

FIMR cases meeting PPOR criteria show that maternal infections greatly contribute to prematurity 

and low birth weight in Pinellas County.  In addition, consumers and providers are not adequately 

educated about the importance of a 39 week gestation and the implications to birth outcomes.  

 

The most common maternal infections are sexually transmitted diseases and other genitourinary tract 

infections before and during pregnancy (i.e. bacterial vaginosis (BV), urinary tract infections (UTI), 

group B strep etc.).  Prompt diagnosis and treatment of these infections are essential to reduce the 

risk of prematurity and low birth weight.   

 

Health literature shows infections resulting from poor dental care can also lead to premature 

delivery.  Despite these findings, utilization of dental services is very limited, especially among low-

income persons.  One of the main reasons for low usage of dental services is cost and lack of 

adequate Medicaid reimbursement.  Figure 36 shows the percent of low income people accessing 

dental care.  The Pinellas County Health Department offers limited dental health services possibly 

contributing to a slight increase in use of dental services.    

 

  
Regarding the importance of a 39 week gestation, preterm deliveries and C-sections continue to 

increase in Pinellas County.  Data from CHARTS indicate in the last 10 years there has been an 

increase in the number of C-sections at the state and county level (Fig. 37), corresponding to an 

identified increase nationwide. This increase is evident across racial and ethnic groups (Fig. 38).  

According to the March of Dimes and to an assessment with local hospital staff, fear of malpractice 

lawsuits and client preference (convenience) may be the largest contributors to this increase in 

addition to overall poor health of the mother prior to pregnancy (i.e. obesity, diabetes, hypertension).  

Complications from C-sections could potentially affect birth outcomes.  Many of these C-sections 

co-occur with late preterm and early preterm deliveries.   
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The Healthy Start Coalition of Pinellas intends to continue to target maternal infections, including 

dental infections and will target the importance of 39 week gestation through implementation of the 

following strategies: 

 

 C-1-1 Provide educational tools to providers, clients and the community about maternal 

infections 

- Inform doctors yearly about FIMR findings through distribution of the newsletter 

“FIMR Focus” and “Your Community at a Glance” 

- Report quarterly the number of FIMR cases with a maternal infection 

- Research additional funding for dental health services and materials 

- Provide health educator information to educate women at the high risk clinic 

regarding maternal infections 

- Monitor quarterly the  materials request forms received from providers and report 

most requested materials 

- Disseminate health education materials about the importance of 39 weeks of 

pregnancy 

- Analyze data about preterm births and C-sections annually 

- Offer Grand Rounds about the importance of 39 weeks of pregnancy for medical 

providers 

 

C-2 Reduce the risk of prematurity and low birth weight by addressing substance misuse 

Maternal tobacco use has been associated with a higher risk for low birth weight babies, prematurity 

and a higher risk for SIDS and asthma.  Figure 39 shows a continuous decline in the percent of 

women who smoke during pregnancy during the past 10 years.  These numbers are self reported, and 

could actually be much higher. 
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White and privately insured women have the highest percentage of smokers in Pinellas (Figure 40).  

White/Caucasian women have the lowest Healthy Start screening rates. Antidotal information 

through focus groups suggests the low screening rate for White women in Pinellas County is related 

to perceived stigma associated with screening questions regarding health behaviors such as tobacco 

or drug use, or conditions such as marital status, domestic violence, income and/or education.   

 

 
Studies suggest a comprehensive approach to smoking cessation will reduce the number of people 

who smoke.  This comprehensive approach includes a timely and consistent message from all health 

care providers trained to provide smoking cessation messages.  Research indicates that a 5 to 8 

minute smoking cessation counseling at each physician’s office visit can be effective in reducing the 

number of cigarettes smoked and/or increase the number of people who quit smoking.  Healthy Start 

care coordinators are trained on the Fresh Start smoking cessation program and provide this 

consistent message to their client during home visitation and at office based case coordination sites.  

The Healthy Start Coalition of Pinellas will continue training providers and Healthy Start 

coordinators to provide Fresh Start counseling of women who smoke during pregnancy.  

 

The Coalition’s assessment also identified prescription and illicit drug abuse as an increasing risk 

factor in Pinellas County contributing to prematurity, low birth weight and feto-infant mortality.  

The Department of Children and Families statistics for newborn withdrawal rates consistently shows 

from 2005 to 2008 that Pinellas has the highest number of reported newborn withdrawals in the state 

(22 reported in 2005; 32, reported in 2006; 38 reported in 2007 and 70 reported in 2008). 

 

The following strategies have been proposed for the Service Delivery Plan 2011-2016 to address 

both tobacco use and other substance misuse issues: 
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 C-2-1 Provide additional information to providers and clients regarding smoking cessation 

and effects of smoking on children and fetuses  

- Continue to offer Fresh Start for OB, family practice, pediatricians and internal 

medicine doctors 

- Distribute smoking cessation posters, handouts and flyers to OB, pediatricians, family 

doctors and faith based organizations 

- Seek additional funding for other training materials and smoking cessation tools for 

providers to distribute to clients 

- Continue providing smoking cessation counseling to Healthy Start clients 

- Provide referrals to Healthy Start clients (prenatal and infant) for tobacco cessation 

resources 

 

 C-2-2 Provide additional information to providers and clients regarding prescription and 

illegal substance misuse and effects on children and fetuses 

- Participate in a prescription drug task force  and share findings with providers 

- Procure brochures to educate women about effects of prescription drug abuse 

- Schedule Grand Rounds to address prescription drug abuse in pregnant women 

- Train Healthy Start care coordinators regarding substance abuse 

- Report the number of Healthy Start women who are substance abusers 

- Provide treatment referrals to Healthy Start clients (prenatal and infant) who are 

alcohol abusers 

- Provide treatment referrals to Healthy Start clients (prenatal and infant) who are 

substance misusers 

 

Summary 

The target populations selected are based on a substantial amount of data: women screening 6 or 

greater on the Healthy Start Prenatal Screen; women who experienced previous pre-term labor, 

premature birth or delivered a LBW baby; women who experienced previous fetal or infant loss; 

women of childbearing age with health problems at the pre and interconceptional periods placing 

them at risk of poor birth outcome; infants screening 4 or more in the Healthy Start screen and 

infants at risk of developmental delays.  The strategies developed to address these target populations 

ensure a holistic, comprehensive approach to care where women and their families can increase the 

chances of having healthy babies through adequate care and appropriate decision making, assisted by 

the activities of the Healthy Start Coalition. 
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Resource Inventory 

Assessment of Community Resources 
 

Pinellas County is a resource rich community.  Agencies are focused on linking services and 

diminishing duplication of resources.  The following is a list of some of the currently available 

services and initiatives countywide. 

 

Obstetric Resources  

Pinellas County has a total of 31 practices with 40 locations (including 3 birthing centers, 2 home 

based licensed midwives, 1 Centering Program, 1 high risk clinic accepting Medicaid and1 private 

perinatologist office).  Dr. Mahnee Dinsmore opened an office in Tarpon Springs and will be 

offering V-BACs at Helen Ellis Hospital.   

 

Hospitals and other birthing facilities 

Pinellas County clients have a choice of 5 birthing hospitals.  These hospitals are: Bayfront (South 

County), St. Pete General (Mid and South County), Morton Plant, Mease Countryside, Helen Ellis 

(all in North County).   

 

Clients also have a choice of 3 birthing centers: Labor of Love in Dunedin, Countryside birthing 

center in Clearwater and Breath of Life in Largo. All facilities offer as an option of water births. In 

addition, Anne Hirsch and Jill Adams, both licensed midwives, offer prenatal care and delivery in 

client’s home.  All of these facilities, as well as all of the hospitals, accept Medicaid clients. 
 

Pregnancy Support and Guidance 

In addition to Healthy Start, Federal Healthy Start and Healthy Families, Pinellas County has 10 

faith-based pregnancy centers.  They are located throughout the county at Palm Harbor (North 

County), Clearwater (North County), Largo (North County), Pinellas Park (Mid County) and St. 

Petersburg (South County).  Services include: free pregnancy testing, counseling, parenting classes, 

childbirth classes, baby items and other services.   
 

Other available pregnancy support services include ALPHA House (South County) and Kimberly 

Home (North County).  Both facilities offer temporary shelter for single young mothers.  The 

Pinellas County schools have a Teen Parent program to support young mothers and fathers.  They 

also offer day care and parenting classes.  The Healthy Start Coalition provides funding for 

childbirth education at the schools. 
 

Primary care 

Pinellas County has 8 non profit primary care centers offering sliding scale fees for the uninsured:  

Bayfront Family Health Center (South County), Turley Family Health Center (Clearwater), 

Community Health Centers at 5 locations (St. Petersburg in South County, Pinellas Park in Mid 

County, Largo, Clearwater and Tarpon Springs in North County) and the Pinellas County Health 

Department.  In addition to primary care, Community Health Centers offer dentistry, pharmacy, 

ultrasounds and mental health counseling on a sliding fee scale. 
 

Four free health clinics provide primary care to clients who have no funding.  The clinics are St. 

Petersburg Free Clinic (South County), Clearwater Free Clinic (North County), Willa Carson Health 

Resource Center and Clínica Guadalupana in Clearwater.   

 

Clients can receive free prescriptions through MedNet navigators funded by Suncoast Health 

Council. 
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Pediatrics  

The 5 major birthing hospitals provide newborn nursery facilities. Mease Hospital and All 

Children’s Hospital have Level III Neonatal Intensive Care units. All Children’s Hospital specializes 

in children’s needs and serves as a host for multiple pediatric medical specialists.   All Children’s 

also has programs for identification and treatment of developmentally delayed children (Early Steps 

Program and Pediatric Rehab Services).  Other hospitals in the area also offer pediatric care 

including Morton Plant, Bayfront, Mease, Largo Medical Center-Indian Rocks and Largo Medical 

Center. Children’s Medical Services focuses on children with chronic health problems and provides 

specialty medical clinics. 

 

There are also 54 pediatric practices providing care countywide with several of them offering sliding 

scale fees and referrals to community agencies.    

 

Interconceptional care 

In addition to Healthy Start, Federal Healthy Start and Healthy Families interconceptional care, 

county residents can attend Planned Parenthood (St. Petersburg) or one of the 5 Health Department 

locations for STD testing and counseling, annual woman checkups (including Pap smears) and birth 

control.  The Health Department also has scheduled teen clinics focusing on teen needs. The county 

has 10 locations with exclusive care for gynecological patients.   

 

Mental Health 

Our community is host to 2 community mental health centers: Suncoast and Directions for Mental 

Health.  They offer care to insured and uninsured patients with several specialty programs catering to 

children and families as a whole.  Some mental health services are provided in client homes. 

 

Neighborhood Community Centers 

There are 11 Neighborhood Community Centers in Pinellas County offering information about 

community resources.  The centers have yearly health fairs to educate the public and provide free 

health screenings.  The centers also provide recreational facilities and classes. 

 

Domestic Violence 

There are two major domestic violence centers: CASA (South County) and the Haven (North 

County) offering shelter, counseling, 24 hours support and other services.  These organizations also 

offer community outreach, trainings and seminars throughout the community. 

 

 Refugees and Undocumented Community Members 

Our community has several agencies who offer support to refugees and undocumented immigrants in 

our area linking them to medical and psychosocial resources.  These agencies are: 

 

Gulfcoast Jewish Community Centers offer help to any refugees with a focus on victims of torture.  

The organization links clients to medical care, counseling, English classes and emergency resources 

to transitioning them to U.S. society. 

 

Catholic Charities offers financial support, legal assistance, referrals and emergency items to 

refugees as well as undocumented immigrants.   

 

The Hispanic Outreach Center, located in Clearwater, offers bilingual services and support to Latino 

families in the community including translation and referrals.   
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Information Sharing 

2-1-1 Pinellas is a 24 hour helpline for human service information, referral and crisis intervention 

assistance in Pinellas County.  Among other topics, 2-1-1 helps to provide information about 

shelters, clothing, food, counseling, recreational activities and financial assistance and other services. 

 

Health Advocacy 

The community has 3 large health advocacy groups: Tampa Bay Health Collaborative, Safe Kids 

Coalition and the Tobacco Free Coalition of Pinellas. These organizations promote health, wellness 

and safety of individuals in our community by coordinating existing resources and promoting 

increased access to care/services. 

 

Funders 

There are three major funders (in addition to Healthy Start Coalition) in our community offering 

support to community agencies for the purpose of helping them achieve their mission and goals.  

The Juvenile Welfare Board utilizes property tax revenue to fund programs to better the lives of 

children and families through advocacy, research, planning, training, communications, coordinating 

of resources and funding.  The Allegany Franciscan Ministries is a not-for-profit Catholic 

organization focused on improving the overall health of individuals through increasing access to 

health services and information.  Finally, the March of Dimes’ mission is to improve the health of 

babies by preventing birth defects, premature birth, and infant mortality. They carry out this mission 

through funding research, community services, education and advocacy to save babies' lives.  In 

addition, local service agencies such as Rotary Club and KIWANIS provide small financial awards 

for specific events. 
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Health Problem Analysis 
 

 

 
 

 

 

 

 

 

 

 

 

 

Direct Contributing Factors Indirect Contributing Factors

Inadequate nutritional intake

 Chronic Disease

Risk Factor health issues Short birth spacing

Maternal infections

 Low Birthweight <2500 grams   

Inability to pay

2000-2009 CHARTS Limited health insurance coverage

3 year rolling rate 2007-09 County- 8.4% Lack of culturally competent services

 Transportation

Health Problem Tobacco Use

Drug misuse including prescription drugs

Infant Mortality  

Indirect Contributing Factors

Direct Contributing Factors Poor nutritional intake, obesity

Infant Mortality Rate Chronic health problems

2000-2009 CHARTS Maternal infections

    3 year rolling rate 2007-09: Risk Factor health issues Birth spacing

                              State- 7.26Pinellas County 8.3  

Very Low Birth Weight Patient unaware of symptoms

Late or no prenatal care Timely provider treatment

2000-09CHARTS  Lack of knowledge

3 year rolling rate 2007-09 County - 1.6% No Medicaid or insurance

Substance abuse Begin Smoking in Early Life, abuse prescriptions

Lack of Screening & Testing

Insufficient Treatment Available

Direct Contributing Factors Indirect Contributing Factors

Lack of preconceptional health programs

Fetal Mortality Limited interconceptional care interventions

Risk Factor health issues Lack of services for fathers

STD,  BV, Yeast, Group B Strep and other infections

Mental health issues

Prematurity  Dental issues

Fetal Mortality Rate Lack or limited insurance

2000-2009 CHARTS  2000-09 CHARTS Mistrust of the system: deportation, DCF, law 

3 year rolling 2007-09 rate: Prematurity 3 year rolling 2007-09 County 12.9% enforcement, discrimination

                        County 7.0Pinellas County 7.0  Lack of culturally competent services

Drug misuse

Domestic violence

Drug misuse

Tobacco use

Children's Developmental Delays Prematurity Lack or inappropriate identification of 

developmental delays

Lack of overall wellness promotion in young children

Inadequate literature for parents explaining

developmental milestones

Genetic conditions Lack of appropriate genetic testing

Lack of genetic counseling

Maternal pre and interconceptional 

Inadequate prenatal care

Substance abuse

               Fishbone

Health Problem Analysis

Late entry to prenatal care

Unsafe Environment

Maternal pre and interconeptional

Maternal pre and interconceptional
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Healthy Start Coalition Action Plan July 2011 – June 2016 
 

Category A Activities 

PLANNING SUMMARY SHEET FOR THE HEALTHY START SYSTEM 
COALITION:         Pinellas 

 
Coalition Priorities 

What particular priorities, target groups, or geographic areas are targeted in your Service Delivery Plan? 

 
Check the “Y” column if Healthy Start money is being used. 

Check the “N” column if Healthy Start money is NOT being used. 

Healthy Start System components 
Provision of… 

Provider Y N Begin and End 
Date of MOA or 
contract 

Outreach services for pregnant women PinCHD X  7-01-11-6-30-16 

Outreach services for children PinCHD X  7-01-11-6-30-16 

Process for assuring access to Medicaid 

(PEPW & ongoing) 

PinCHD & 

Community Health 
Centers 

 X 7-01-11-6-30-16 

 

Clinical prenatal care for  unfunded 
women 

PinCHD  X 7-01-11-6-30-16 
 

Clinical well-child care for all unfunded 

infants 

PinCHD  X 7-01-11-6-30-16 

 

Funding to support the CHD Vital 
Statistics Healthy Start Screening 

infrastructure 

PinCHD X  
 

7-01-11-6-30-16 
 

Ongoing Training for providers doing 
screens and referrals 

Healthy Start 
Coalition 

X  7-01-11-6-30-16 
 

Initial contact after screening PinCHD X  7-01-11-6-30-16 

Initial assessment of service needs PinCHD X  7-01-11-6-30-16 
 

Ongoing care coordination PinCHD X  7-01-11-6-30-16 

 

Interconceptional education and 

counseling 

PinCHD X  7-01-11-6-30-16 

 

Childbirth education Various Providers X  7-01-11-6-30-16 

Parenting support and education PinCHD & Family 

Service Centers 

X  7-01-11-6-30-16 

 

Nutritional counseling WIC & Contracted 
Dietitian 

X  7-01-11-6-30-16 
 

Provision of psychosocial counseling PinCHD & 

contracted 
providers 

X  7-01-11-6-30-16 

 

Smoking cessation counseling PinCHD & providers X  7-01-11-6-30-16 

Breastfeeding education and support PinCHD and 
certified lactation 

specialists 

X  7-01-11-6-30-16 
 

Data entry into HMS PinCHD X  7-01-11-6-30-16 

MomCare Program (SOBRA) Coalition X  7-01-11-6-30-16 

Adolescent services Planned 

Parenthood & 
various providers 

X  7-01-11-6-30-16 

 

Other: Specify: 
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Fund Allocation Plan 
 

A Coalition task force developed the original Fund Allocation methodology in 1993. The Allocation 

Plan for the Healthy Start Coalition was revised in April 2006. The process of resource allocation is 

key to Service Delivery Plan implementation and is designed to promote a high degree of 

consistency between resource allocation and strategic direction. Funding priorities are based upon 

the Coalition's planning process, results from contract monitoring, evaluation of current contracts 

and input from the Coalition membership.  Priority target populations for fund allocation are 

identified in the Health Service Delivery Plan, as recommended by the Healthy Start Planning and 

Evaluation Committee, with approval from the Board of Directors and the voting membership of the 

Coalition. 

 

A Fund Allocation Steering Committee, composed of the chairpersons of all Coalition standing 

committees and the Executive Committee, is responsible for the Coalition fund allocation process. 

The Fund Allocation Steering Committee makes recommendations for Healthy Start Services that 

will be prioritized for funding.  The Steering Committee recommends distribution of available funds 

across funding types (Lead Agency, Major Projects, Grants and Coalition Projects). The Steering 

Committee also recommends the process for allocation of these funds (e.g. RFP, Invitation to 

Negotiate, Invitation to Bid, Grant, Coalition Projects, etc.).  At its discretion, the Steering 

Committee may use fund allocation panels, as described in Coalition policy.  Fund allocation panels 

may be convened to consider proposals, as approved by the Board of Directors. 

 

Recommendations for funding priorities are reviewed and approved by the Board of Directors. A 

defined process is used with pre-defined application or other bid process, as specified in the Healthy 

Start Coalition Fund Allocation Policies and Procedures.  The Coalition Fund Allocation Steering 

Committee and Coalition contract management staff, with approval of the Board of Directors, 

review the funding proposals.  To be considered for Healthy Start funding, projects must reach a 

target population included in the Service Delivery Plan and the activity must address an outcome 

measure approved by the Board of the Healthy Start Coalition.  Projects are included in the Quality 

Improvement Plan, and as such, measures are developed for evaluation. 

 

An annual financial audit is required of contracts. Jeanette Edwards, CPA, certified public 

accountant, administered the most recent audit of the Healthy Start Coalition of Pinellas, Inc. The 

audit for fiscal year 2009-10 was received and no corrective actions were needed. The Healthy Start 

Coalition is required to provide a fiscal audit annually and the results are reported to the Board of 

Directors of the Coalition.  Copies are sent to all Federal and State agencies, as required. 
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Healthy Start Coalition of Pinellas, Inc. 

FUND  ALLOCATION  RECOMMENDATIONS 

FISCAL YEAR 2011-2012 

Funding priorities recommended by P & E Committee 4/11     
Steering Committee & Finance Committee review/approval: 
6/8/11     

Board and Coalition review/approval: 6/15/11  Fiscal Year 2011-2012 

Sources of Revenue  
Base 

Contract Waiver Total 

Service dollars (less Planning Dollars)   
 $     
1,523,449    

 $     
1,523,449  

Projected Waiver Funds (Approximate potential of earned income)     
 $     
781,461  

           
781,461  

Less admin. $ to Coalition @10%   
          

(152,345)   
          
(152,345) 

Less admin. $ to Coalition @ 5%     
        
(39,073) 

            
(39,073) 

Total    $ 1,371,104   $ 742,388   $ 2,113,492  

     

Funding Requests     

Care coordination & unfunded prenatal care     $     
1,141,117  

   
600,335.00  

 $     
1,741,452  

Office-based services; 4 care coordinators   
           
184,620  

             
184,620  

Health navigator (CHIPRA grant) 
    

           
2,000  

              
2,000  

Doula services 
               

5,000  
              
5,000  

Mental Health Services Group & Individual:  
             

20,000  
             
20,000  

Childbirth Education 
    

           
8,000  

              
8,000  

Parenting/Lactation Classes 
    

         
15,000  

             
15,000  

Client Services                 
4,000  

               
4,000  

Nutritionist     
           
8,000  

              
8,000  

Women's Intervention Specialist   (1FTE) 
  

          
44,980  

             
44,980  

Bereavement Doulas                          -    

                      -                         -    

Community Liaison                
41,367    

             
41,367  

5% unallocated (due to potential not billing to max of waiver)   
  

         
39,073  

             
39,073  

Total    $ 1,371,104   $ 742,388   $ 2,113,492  
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Selection of Healthy Start Providers, Development 

Of Contracts, Quality Improvement and Monitoring of Providers 
 

 Selection of Healthy Start Providers 

 

A Request for Proposals (RFP), invitation to negotiate or invitation to bid is used in five-year cycles 

with a pre-defined application, as specified in the Healthy Start Coalition Fund Allocation Policies 

and Procedures.  Proposals for funding are reviewed by the Coalition Fund Allocation Steering 

committee and Coalition contract management staff.  Final approval of any fund allocation decision 

is the responsibility of the Board of Directors.  Proposals must include a description of the target 

population, related service activities, and outcome measures approved by the Board. The Pinellas 

Coalition has utilized a Lead Agency model. Selection of providers is based on the capacity of the 

proposed provider to meet established program standards and participate in data collection efforts.  It 

is also based upon their capacity to leverage resources, and meet outcome measures. 

 

Quality Assurance and Improvement (QA&I) Activities 

 

The Quality Improvement (QI) process of the Healthy Start Coalition of Pinellas, Inc. (Coalition) is 

established to administratively monitor, both internally and externally, the effectiveness of Healthy 

Start programs and contracts to: 

-  ensure that Healthy Start programs adhere to Standards and Guidelines     

-  ensure that services are effectively and efficiently delivered within awarded budgets 

-  determine and confirm that contract performance expectations are met or exceeded.   
 

To accomplish this, all aspects of Healthy Start involvement are monitored on a regular basis and 

the results are reported to the Department of Health (DOH). 

 

Internal Q.I. - Coalition 

 

Board of Directors:  Members of the Coalition Board complete a state-approved self evaluation 

survey at least once every three (3) years.  Based on the results of this survey, specific Board of 

Director training needs may be identified which the Coalition addresses in the subsequent 

orientation/training sessions. A Healthy Start Coalition Board self assessment completed in March 

2010 by 16 participants (8 Board, 7 staff, 1 declined to identify their position) in conjunction with 

the Allegany Jump Initiative.  Respondents rated most sustainability areas high.  The lowest rated 

areas were strong internal systems related to professional development for staff and board. 

Comments suggest the organization responds to external sources.  The survey was adapted from the 

finance project and asks about vision, results orientation, strategic financing, community support, 

key champions, adaptability and internal systems.  The Planning and Evaluation Committee and the 

Board of Directors reviewed the results and considered the results impressive. Some items had a 

wide spread of scores so the board will be educated about those topics. 

 

Stakeholders:  Input to the Service Delivery Plan is obtained through focus groups; 

consumer/community surveys; provider feedback; brainstorming by community members at 

community cafes; through discussions and review in committees; and other forms of information 

gathering.  MomCare client surveys provide feedback regarding insurance issues and barriers to 

care.  Information from the Q.I. process is used in the planning and decision making for service 

delivery plan updates.  The lead agency conducts client satisfaction surveys with all Healthy Start 

clients.   
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Coalition office:  A complaint log is maintained in the Coalition office on which any complaint 

received from Healthy Start clients, providers, community agencies, or any other sources is logged.  

Complaints may include issues with FIMR, MomCare, access and other areas of Coalition 

involvement. The complaint/issue is assigned to a staff member to address and resolve.  Resolution 

to the complaint is included on the complaint log.   

 

MomCare:  Using DOH forms, the MomCare program is reviewed quarterly.  The Operations 

Manager assesses performance daily through review of every aspect of the tickler system. The 

Operations Manager reviews a sample of cases at closure and spot checks client cases for accuracy 

of information documented by Healthy Start Care Coordinators and Maternity Care Advisors.  The 

Operations Manager monitors the timeliness of client contacts and provider assignments. 

 

External Q.I. - Contracts 

 

Internal Contract Review Process:  The Coalition staff has a process to review contracts in order to 

ensure that all fiscal, financial and outcome measures additional to state contract requirements are 

documented in external contracts.  The following steps were agreed upon by staff regarding new 

contracts: 

I.  Funding is approved by the Board 

II. RFP/Invitation to Bid or Intent to Negotiate is issued. 

III. Proposal is received (RFP/IB/IN and proposal will be available in electronic version) 

III. Operations Manager will write a first draft of the contract 

IV. Operations Manager will forward a draft to Finance Manager, Health Analyst and Executive 

Director for review and feedback.  Feedback will be provided within 48 hours.   

V. A final draft will be given to the Office Manager to review for clarity and understanding.   

VI. Operations Manager will finalize the contract for signature by Executive Director. 

 

Lead Agency:  Performance measures are negotiated annually based on DOH requirements.  

Additional performance measures are added which address local concerns and interests.  Services are 

provided by teams of Care Coordinators and Family Support Workers throughout Pinellas County.  

Each team participates in quarterly chart reviews performed by all levels of staff and the Coalition 

Operations Manager.    

 

The standardized DOH review form is used with additions for local measures.  The Healthy Start 

Coalition assures that a random selection of records is pulled by providers for their internal quarterly 

record review.  To ensure correct coding, documentation in the charts is compared with data entry 

from printouts for all cases reviewed.  Appropriate leveling is also reviewed during chart audits.  

10% of client records are reviewed each year.  If any performance measure result is below target, an 

action plan is created.  The plan describes the issue, action to be taken, person(s) responsible, 

expected outcome and completion date.   

 

The Operations Manager conducts periodic observation of contracted providers.  Written feedback is 

given to the program management.  

 

Coalition staff attends every site visit performed by DOH with the Lead Agency.  At that time, 

meeting minutes, staff and client satisfaction surveys, training records and other documents that are 

not included in the quarterly reports are reviewed.  A summary of pre-service training as well as on-
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going HSSG training of care coordinators is submitted annually.  Recommendations for 

improvement are made, when necessary.  

 

Reviews of the Lead Agency's subcontracts occur annually and include participation of the Program 

Managers.  Performance based contracts are used and results are monitored by the Operations 

Manager.  

 

A bilingual health navigator (part-time) was hired to help pregnant women navigate the health care 

system.  A CHIPRA grant was awarded to Pinellas County to partially fund the bilingual health 

navigator to increase Florida KidCare enrollment. 

 

Office Based Care Coordination:  The Operations Manager reviews all open cases quarterly with the 

contracted office based coordinators and uses this time to identify training needs and updates in the 

program.  A summary of the reviews is included in the Coalition’s quarterly reports to the DOH 

Contract Manager. Office Based services are currently provided at 7 practices.      

 

Childbirth Education:  Satisfaction surveys from class participants are reviewed quarterly for each 

contracted childbirth educator.  Results are included in the Coalition’s quarterly report to the DOH 

Coalition Contract Manager. 

 

Parenting Education:  Healthy Start Care Coordinators and independent contractors continue to 

provide parenting education.  Number of clients served and services are included in the Coalition’s 

quarterly report to the DOH Coalition Contract Manager. 

 

Doula Services:  Two doulas provide services to Healthy Start care coordinated clients.  A report of 

services provided and clients served is submitted in the quarterly report to the DOH Coalition 

contract manager.   

 

Mental Health Counseling:  Directions for Mental Health and Suncoast have been contracted to 

provide mental health services to Healthy Start clients in addition to services provided by the mental 

health counselor in care coordination.  A report of psychosocial services provided is included in the 

quarterly report to the DOH Coalition contract manager. 

 

Nutrition Counseling Services: A licensed dietitian has been contracted to provide nutrition 

counseling services to Healthy Start clients in their homes. A report of nutrition services provided is 

included in the quarterly report to the DOH Coalition contract manager. 

 

Fiscal monitoring of contract providers is performed by Coalition staff. 

 

The Coalition provides feedback on actions of the Q.I. process including the development and 

implementation of a corrective action plan, when appropriate, to the Coalition Board of Directors, 

Healthy Start providers and providers of Healthy Start screening. 

 

All contracts require that each provider has an internal Q.A./Q.I. system in place, stating the process 

used and how monitored.  Submission of summary reviews is required. 

 

Q.I. Structure and Reports 

 

QI Committee:  Members of this committee consist of representatives from various community 
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entities such as hospitals, providers, academia, HMO's, the Healthy Start Board and community.  

When possible, a consumer will participate.  The committee meets quarterly to review, discuss and 

make recommendations on the following documents provided either before or during the meeting:   

- lead agency QI portion of the quarterly report including caseloads;  

- summary of the quarterly update of the Service Delivery Plan;   

- results of all reviews, home visit observations and client satisfaction telephone calls;   

- a report on prenatal screening rates provided by the Community Liaison; 

- review of summary reports by other contracted providers. 

 

The members may participate in home visit observations as well as chart reviews.  Input is requested 

for the Service Delivery Plan (SDP) and results of Q.I. activities provide information for the SDP.  

 

Minutes of the Q.I. meetings are included in the Coalition’s quarterly report. 

 

Planning and Evaluation (P&E) Committee:  The Operations Manager reports on QI activities 

regularly at the P&E meetings.  

 
          Action Step            Person Responsible.       Quarterly Progress Report  

1.  Implement  new 

contracts 

Operations Manager, 

Executive Director 

Contracts are reviewed and signed 

by June 30
th

 to start implementation 

July 1
st
every fiscal year. 

2.  Monitoring of 

Lead Agency 

services 

Operations Manager  Lead agency sites for Healthy Start 

receive a summary of their review 

including the number of records 

reviewed and how to complete 

encounter forms as well as a coding 

training report.  A total of 10% of 

the cases are reviewed yearly for 

each team (site).   

3.  Monitoring of 

office based contract 

provider 

Operations Manager Document screening rate, check for 

adequate documentation, interview 

clients.   

4.  Monitor 

childbirth education 

contract provider 

Operations Manager Review childbirth education 

satisfaction surveys, coding 

documentation and visual 

supervision of sessions.   

5. Quarterly 

meetings of the 

QI/QA committee 

Operations Manager The committee meets quarterly to 

review the lead agency’s quarterly 

report, QI findings and review a 

summary of  the Coalition’s service 

delivery plan  

 

Coalition Activities 
 

Surveys and Focus Groups and Community Gatherings 

Periodic community awareness surveys and focus groups have been conducted in order to determine 

the public’s knowledge of Healthy Start services and to evaluate the effectiveness of public 

awareness strategies.   This service delivery plan update includes information gathered from these 

focus groups, community gatherings and surveys. 
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Board and Coalition meetings and activities 

The Healthy Start Coalition of Pinellas Board members meet monthly, while the Coalition meets 

biannually.  This section will document highlights from Coalition and Board meetings throughout 

the fiscal year.  Reports will be produced quarterly and documented in the Service Delivery Plan 

quarterly report. 

 

Coalition Committee Activities 

This section will include quarterly highlights of activities from other Coalition committees such as 

the Fetal and Infant Mortality Review (FIMR), FIMR Community Action Group, and the Planning 

and Evaluation Committee (P&E).  The report will be included quarterly in the Service Delivery 

Plan Update.  

 
Activity/committee Person 

Responsible 

Progress Report 

Board meeting Office Manager, 

Executive 

Director 

 

Coalition meeting Office Manager  

Planning and 

Evaluation 

Committee 

Health Analyst  

FIMR  Health Analyst 

(FIMR 

Coordinator) 

 

FIMR Community 

Action Group 

Health Analyst 

(FIMR 

Coordinator) 

 

Finance Committee Finance Manager 

& Executive 

Director 

 

Substance Exposed 

Newborn Task 

Force 

Executive 

Director 
 

QI Committee Operations 

Manager 
 

Community 

knowledge 

activities 

(community 

gatherings, focus 

groups, surveys) 

Health Analyst  
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Section B-1 

Community Wide and System Related Strategies 

 

B-1.  CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE/SYSTEM 

ISSUE:  IMPROVE SCREENING RATES 

 
a. What is the requirement or system/community-wide problem or need identified to be 

addressed by a strategy?   

 

 Premature births and low birth weight continue to be the leading causes of fetal and 

infant deaths in Pinellas County 

 

 Despite improvements in screening rates, some of the women at risk of poor birth 

outcomes are not being screened for Healthy Start. 

 

 Misconceptions and perceptions about Healthy Start services must be addressed to 

improve screening rates. 

 

b. What health status indicator/coalition administrative activity is being addressed by this 

strategy? 

The strategy addresses indicators related to early entry to prenatal care, in order to achieve a 

reduction in infant mortality by identifying and addressing risk factors, preventing prematurity 

and low birth weight and addresses timely treatment of other risk factors like STDs, smoking and 

psychosocial problems.  In addition, this strategy will help to identify and focus on interventions 

and resources needed by expecting mothers. 

 

c. What information, if any, was used to identify the issue/problem (i.e. HPA, FIMR, 

screening, client satisfaction, interviews, QI/QA)? 

Information is obtained from the Public Health Statistics/CHARTS screening reports, Healthy 

Start report and Executive summary, OB provider feedback, client surveys (MomCare and 

Healthy Start satisfaction surveys), focus groups and Community Café events. 

  

2.   PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 B-1-1 Provide technical support to providers to help them improve prenatal 

screening rates 

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

The Community Liaison keeps a log stating each provider visit; reason for visiting, supplies 

needed and documents barriers to care and screening.  The monthly log is kept in a locked file 

for confidentiality and follow-up of providers.  The coordinator will document requests for 

additional information, topics requested and amount/type of brochures distributed. In addition, 

the Healthy Start reports provide screening rates for provider offices and they will be used to 

document progress in screening rates.  

 

c. Where/how will you get the information? 

The information will be gathered monthly based on the Community Liaison log and screening 

rate quarterly reports.   
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d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

Providers will increase and improve the quality of the Healthy Start screening process.  Providers 

will be more familiar with the program and will be able to better explain different levels of 

Healthy Start participation.  Providers will also be able to have an open communication with the 

Coalition staff and feel comfortable expressing concerns related to the screening process.  

Providers will be able to see the Coalition, not only as a required contact for screening, but also 

as a resource to help them obtain information for them and their clients.  
 

e. What information will you gather to demonstrate this change on the system? 

Provider screening rates and feedback from providers through quarterly visits; the screening rate 

report will also identify the number of women referred for other reasons other than screening, if 

any.   
 

f. Where/how will you get the information? 

From the Healthy Start reports and feedback from providers as documented in the Community 

Liaison log. 
 

Improve prenatal screening rates 

Strategy B-1-1 Provide technical support to providers to help them improve prenatal 

screening rates  

ACTION STEPS PERSON 

RESPONSIBLE 

START 

DATE 

END DATE 

1. Continue to educate providers 

about proper screening techniques 

through quarterly visits (31 

providers, 40 locations) 

Community Liaison  July 2011 June 2016 

2. Update the provider resource 

manual quarterly to keep new 

staff trained about community 

resources 

Community Liaison July 2011 June 2016 

3. Share screening rates quarterly 

with all prenatal care providers 

(31 providers) 

Community Liaison July 2011 June 2016 

4. Become partners in health care 

(Coalition and providers) by 

providing assistance and 

education to providers about 

relevant topics associated with 

women and children’s health 

Community Liaison July 2011 June 2016 

5. Request a screening forms report 

quarterly from the Healthy Start 

registration department 

identifying practices that are not 

screening properly or not sending 

forms in a timely manner 

Community Liaison July 2011 June 2016 

6. Educate providers regarding 

Healthy Start service expectations 

according to client level 

Community Liaison July 2011 June 2016 



 73 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 

 

2.  PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 B-1-2 Educate women about Healthy Start screenings and Healthy Start services 

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

Yearly focus groups in the community to ensure the Healthy Start message is received clearly; 

screening rate reports will show if more women are being screened and accepting services.  The 

Coalition staff tracks participation in radio shows and other media events in a community 

activities log completed by each staff member and they will be used to demonstrate participation 

in community events and media opportunities.  The Coalition also has a Facebook page and a 

website to disseminate information. 

 

c. Where/how will you get the information? 

Community focus groups, staff log of community participation, website usage report and 

screening reports from CHARTS/Healthy Start reports. 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

The expected impact is to increase the number of women who are screened and consent to 

Healthy Start services.    

 

e. What information will you gather to demonstrate this change on the system? 

CHARTS/Healthy Start screening reports, focus group reports and staff logs of community 

meetings and events attended, number of highlighted forms and bookmarks distributed. 

 

f. Where/how will you get the information? 

CHARTS/Healthy Start reports, community focus groups, Community Liaison log, staff 

community/events log 

 

Improve prenatal screening rates 

Strategy B-1-2: Educate women about Healthy Start screenings and Healthy Start 

services 

ACTION STEPS PERSON 

RESONSIBLE 

START 

DATE 

END DATE 

1. Attach bookmarks to the 

highlighted form encouraging 

clients to say “yes” to the 

Healthy Start screen (at least 

600 per month) 

Community Liaison July 2011 June 2016 
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2.  Explore reasons why women 

reject Healthy Start screening 

through yearly focus groups 

and MomCare client feedback 

(yearly focus group report and 

MomCare SIS) 

Maternity Care 

Advisors, Health 

Analyst 

July 2011 June 2016 

3.  Participate in community 

activities and collaborate with 

community partners to 

disseminate information about 

Healthy Start and increase 

participation in the program 

Community Liaison July 2011 June 2016 

4. Distribute Healthy Start 

bilingual flyers and resource 

sheet to all OB providers to 

distribute to each client (600 

flyers per quarter) 

Community Liaison July 2011 June 2016 

5. Distribute Healthy Start 

bilingual flyers and resource 

sheet to faith based pregnancy 

centers, neighborhood family 

centers and recreation centers 

twice a year 

Community Liaison July 2011 June 2016 

6. Encourage providers and 

Healthy Start care 

coordinators through quarterly 

reminders to refer to the 

Healthy Start website and 

Facebook page 

Community Liaison July 2011 June 2016 

7. Track usage of website page 

including viewing of the 

Healthy Start video 

Health Analyst July 2011 June 2016 

8. Update Facebook information 

monthly to provide 

information about Healthy 

Start services  

Community Liaison July 2011 June 2016 

9. Explore the possibility of 

providing educational loops in 

electronic message frames 

about Healthy Start 

Community Liaison July 2011 June 2016 

10. Provide Healthy Start 

information on radio stations 

and newspapers twice a year 

Healthy Start 

Coalition staff 

July 2011 June 2013 

11. Search for PSA opportunities 

to disseminate the Healthy 

Start information 

Community 

Liaison/Executive 

Director 

July 2014 June 2016 
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REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 

 

2.  B-1-3 PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 B-1-3 Continue office based services: a Healthy Start nurse, social worker and/or 

case coordinator attached to a private physician office  

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

Contract information indicating signed agreements with selected practices; 

CHARTS/Healthy Start monthly screening reports for office-based practices to indicate 

improvement in screening as well as Healthy Start services provided, birth outcomes for 

Healthy Start clients from HMS system report. 

 

c. Where/how will you get the information? 

CHARTS/Healthy Start screening rates report, HMS birth outcome reports from the lead agency. 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

Expectant mothers will have access to a Healthy Start coordinator at their provider office and 

will be able to receive immediate referrals as needed.  Clients will have the convenience of 

scheduling visits with their coordinator while visiting their provider.  Providers with low 

screening rates will increase the number of women who consent to be screened for Healthy Start.  

Outcome measures from office based and home visitation will be compared to identify success of 

office based providing similar services to home visitation. 

 

e. What information will you gather to demonstrate this change on the system? 

QI reports about office based services, client satisfaction surveys, birth outcome data and 

screening reports for contracted offices.  Providers with low screening rates will be prioritized to 

offer Office-Based services. 

 

f. Where/how will you get the information? 

Quarterly QI Office Based reports, CHARTS/Healthy Start screening reports, feedback from 

Office Based coordinators and other staff at Office Based location, HMS birth outcomes data 

from the lead agency 

 

Improve prenatal screening rates 

Strategy B-1-3 Continue office based services: a Healthy Start nurse, social worker and/or case 

coordinator attached to a private physician office 
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ACTION STEPS PERSON 

RESPONSIBLE 

START 

DATE 

END 

DATE 

1.  Offer office-based care 

coordinator to selected 

interested providers 

Executive 

Director 

July 2011 June 2013 

2. Quarterly monitoring of 

Office-Based Services to 

ensure women are receiving 

Healthy Start services as 

needed  

Quality 

Improvement 

Committee, 

Health 

Department 

Supervisor  

July 2011 June 2016 

3. Compare birth outcomes and 

Healthy Start service 

provision of Healthy Start 

office based clients vs. home 

visitation clients 

Health Analyst July 2013 June 2015 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 
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Section B-2 

Community Wide and System Related Strategies 

 

B2. CONTRACT REQUIREMENTS OR IDENTIFIED COMMUNITY-WIDE/SYSTEM 

ISSUE:  INCREASE HEALTHY START VISIBILITY  
 

a. What is the requirement or system/community-wide problem or need identified to be 

addressed by a strategy? 

 Negative connotations of Healthy Start include misconceptions: clients believe the 

program is associated with other government programs that could take away their 

children, stigma associated with the program being for poor mothers, worries about 

confidentiality, concern about intrusion in the home 

 Difficult to re-engage prior Healthy Start clients, they feel they already had the 

program and may not need it again 

 Current clients are involved in several programs and they are confused, they might 

not know we are providing them services even when they see a coordinator in their 

home 

 Provider offices need to see the Coalition as a partner in planning the care of their 

clients 

 Providers are unaware of the different service levels and wraparound services offered 

through Healthy Start in addition to care coordination 

 The Coalition needs to develop more partnerships county-wide to ensure clients needs 

are addressed at every level of care  

 

b. What health status indicator/coalition administrative activity is being addressed by this 

strategy? 

Ensuring name recognition of Healthy Start services and improving collaborations with 

physicians and clients will impact quality of care and health care accessibility by increasing 

the number of expectant mothers who say “yes” to the screening and accept services.  This 

strategy will also directly influence comprehensive care of pregnant women by promoting 

collaboration between agencies while diminishing duplication of services and increasing 

opportunities for funding collaboration.  

 

c. What information, if any, was used to identify the issue/problem (i.e. HPA, FIMR, 

screening, client satisfaction, interviews, QI/QA)? 

MomCare satisfaction surveys, Healthy Start satisfaction surveys, Community Café events, 

Healthy Start focus groups, percent of women consenting to the Healthy Start screening and 

percent of women accepting Healthy Start services   

 

2.  PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 B-2-1 Annual communication plan updates  

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 
Board meeting minutes to document annual update changes in the Communication Plan, log of 

letters to legislators (date, number or letters and legislator receiving), accomplishments 

brochures based on information from the Service Delivery Plan quarterly reports, newsletter 
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“Your Community at a Glance”, Community Liaison log of distribution of newsletters, website 

posting. 

 

c. Where/how will you get the information? 

Board minutes, community liaison register, service delivery plan quarterly reports and website 

information 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

The community will increase awareness and knowledge of Healthy Start services.  Providers will 

embrace the Coalition as a full partner in maternal and child health care. 

 

e. What information will you gather to demonstrate this change on the system? 

Healthy Start satisfaction surveys will provide comments from clients regarding changes in their 

perception of Healthy Start.  Yearly community focus groups and community assessments will 

indicate if the community received the appropriate message from Healthy Start.  Acceptance of 

Healthy Start services will increase. 

 

f. Where/how will you get the information? 

Provider feedback and surveys, Healthy Start client satisfaction surveys, Board meeting minutes, 

Healthy Start quarterly report 

 

Increase Healthy Start Visibility 

B-2-1 Annual Communication Plan Updates 

Action Steps 

 

Person 

Responsible 

Start 

Date 

 End Date 

1. Update Executive Director Report 

monthly to distribute at Board, 

Planning and Evaluation Committee 

and staff meetings 

Executive Director July 2011 June 2016 

3.  Develop yearly and distribute 

countywide “Your Community at a 

Glance” newsletter and post on Healthy 

Start website 

Planning and 

Evaluation 

Committee/Health 

Analyst 

March 

2011 

May 2016 

4.  Develop yearly a Healthy Start 

accomplishments brochure to distribute 

to Board, Coalition and community at 

large 

Healthy Start staff December 

2011 

June 2016 

5.  Yearly legislative visits to provide 

Healthy Start information and 

outcomes 

Executive Director, 

Community Liaison  

October 

2011 

April 2016 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 
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c. Will you drop/modify/expand/continue strategy next year? 

 

2.  PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 B-2-2 Promote community partnerships to increase general public awareness  

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

The Healthy Start Coalition Community Outreach and PR Activities collects information 

from each Coalition employee about dates, topics, location and target audience of external 

involvement in the community. 

  

c. Where/how will you get the information? 

Information will be collected quarterly and shared during staff meetings, Coalition and Board 

meetings.  In addition, the service delivery plan quarterly updates will include information on 

partnership activities. 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

The Healthy Start Coalition of Pinellas will be a recognized entity by clients, funders, providers, 

legislators and community partners.  Recognition will lead to greater opportunities, 

public/private partnerships and advocacy, therefore improving the quality and quantity of 

services provided through Coalition efforts. 

 

e. What information will you gather to demonstrate this change on the system? 

Feedback from Community Café activities, inclusion in various advocacy groups, diversification 

of Coalition funding and listing of Coalition staff involvement in a variety of community 

organizations serving women, children and families. 

 

f. Where/how will you get the information? 

Community Café reports, grant application list, Healthy Start Community Outreach and PR 

Activities monthly log, maternity resource attendance list 

 

Increase Healthy Start Visibility 

Strategy B-2-2: Promote community partnerships 

Action Steps 

 

Person Responsible Start Date End Date 

1. Attend community 

health fairs and 

events  

Healthy Start 

Staff/Health 

Navigator 

August 2011 June 2016 

2. Conduct two 

maternity resource 

fairs per year 

Healthy Start Staff October 2011 May 2016 

3. Partner with local 

universities to 

educate them about 

maternal and child 

health issues 

Health Analyst  March 2012 December 

2012 

4. Seek partnerships Executive Director August 2011 June 2013  
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with local businesses  and Coalition Staff 

5. Seek partnerships 

with service clubs 

(WIN, Rotary, 

KIWANIS)  

Community Liaison September 2011 June 2016 

6. Explore additional 

partnerships with 

faith based 

organizations 

Executive Director, 

Coalition Staff 

October 2011 June 2014 

7. Explore additional 

partnerships with 

insurance companies 

Executive Director, 

Community Liaison 

August 2011 June 2016 

8. Provide information 

about Healthy Start 

and KidCare to day 

care facilities 

Executive Director August 2011 June 2012 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 

 

 
2.  PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

1. B-2-3 Offer trainings and educational materials to providers 

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

Provider training needs assessment to document requested topics, training log to document 

location, training attendance roster, training satisfaction survey  

 

c. Where/how will you get the information? 

Surveys and attendance rosters as well as feedback from providers during Community Liaison’s 

visits 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

The Coalition staff will position themselves as professional health educators, relationships with 

the providers will be strengthen and providers will be able to access additional needed resources 

to serve clients. 

 

e. What information will you gather to demonstrate this change on the system? 

Providers will be able to communicate their perspective about Healthy Start quarterly to 

Community Liaisons at her visits to each office. 
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f. Where/how will you get the information? 

Yearly training needs assessment report, attendance training logs, Community Liaison      

training report 

 

Increase Healthy Start Visibility 

Strategy B-2-3: Offer trainings and educational materials to providers  

Action Steps 

 

Person 

Responsible 

Start Date End Date 

1. Partner with other 

agencies/hospitals to 

provide trainings to 

providers 

Coalition staff August 2011 June 2016 

2. Provide training to 

providers about smoking 

cessation, substance 

abuse, obesity and dental 

and the relationship to 

birth outcomes 

Community Liaison July 2012 June 2014 

3. Provide training to 

providers regarding 

mental health issues 

Community 

Liaison/Healthy 

Start mental health 

counselor 

July 2014 June 2016 

4. Distribute breastfeeding 

materials to providers 

Community Liaison January 2012 January 2013 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 
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Section B-3 

Community Wide and System Related Strategies 

B-3.  CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE/SYSTEM 

ISSUE:  REDUCE HEALTH DISPARITIES 

 
a. What is the requirement or system/community-wide problem or need identified to be 

addressed by a strategy?  

 African Americans are disproportionately represented in poor health outcomes such 

as infant mortality, fetal mortality, prematurity, low birth weight, teen pregnancy, 

neonatal deaths, post neonatal deaths, maternal infections, obesity, anemia and 

chronic diseases 

 Latinos have a high risk of late prenatal care and birth outcomes have worsen in the 

last 10 years 

 Non-white populations have a higher risk of being underinsured or uninsured, leading 

to inadequate prenatal care 

 Service providers are having a difficult time serving minority populations, 

particularly those with language barriers and those from different ethnic/cultural 

backgrounds and beliefs 

 Interpreters used at provider offices/hospitals/clinics are not culturally competent 

and/or well trained to interpret medical terminology 

 Non U.S. citizens are ineligible for Medicaid coverage after 45 days of coverage and 

can’t afford the sliding scale fees offered by the federally qualified health centers 

(FQAC)  

 Clients receiving Medicaid coverage feel discrimination at provider offices; they feel 

their rights are not protected since they are asked income and other personal questions 

in an open environment 

 

b. What health status indicator/coalition administrative activity is being addressed by this 

strategy? 

Disparities in infant and fetal mortality, neonatal and post neonatal deaths, STDs, obesity, entry 

to prenatal care and Medicaid statistics regarding usage.  In addition, feedback from MomCare 

clients, client surveys and coordinators’ focus group responses assessed health disparities in 

Medicaid access and results from these conversations resulted on this strategy.   

 

c. What information, if any, was used to identify the issue/problem (i.e. HPA, FIMR, 

screening, client satisfaction, interviews, QI/QA)? 

Vital statistics, Medicaid reports, focus group reports, provider feedback, MomCare client verbal 

feedback, MomCare client satisfaction surveys and Healthy Start satisfaction surveys  

  

2.   PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 B-3-1 Increase cultural competency of providers and community 

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

 Cultural competence trainings will be offered to providers and the community.  Proof of 

training completion will be evidenced by attendance roster.   
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 A cultural competence self assessment tool to assess their level of cultural competence is 

available in the Coalition’s website and a report of hits to this tool will be produced 

annually.   

 

c. Where/how will you get the information? 

 Roster of cultural competence attendance, community liaison log, Healthy Start 

Community Outreach and PR Activities monthly log, FIMR Focus newsletter, focus 

group reports, PAT group roster, MomCare report 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

Providers, clients and community partners will have access to a variety of resources to increase 

cultural competence, not only regarding other ethnic groups, but also regarding disparities based 

on insurance coverage, nationality and gender.   
 

e. What information will you gather to demonstrate this change on the system? 

Provider quarterly feedback through the Community Liaison quarterly log, MomCare client 

satisfaction surveys, Healthy Start client surveys Healthy Start Community Outreach and PR 

Activities monthly log 
 

f.  Where/how will you get the information? 

Community liaison log, focus groups reports with clients, satisfaction surveys, Coalition staff 

activity report, training rosters, FIMR BASINET system 
 

Reduce Health Disparities 

Strategy B-3-1: Increase cultural competency  

Action Steps Person Responsible Start Date END Date 

1. Monitor website usage of the 

cultural competence self 

assessment tool 

Health Analyst July 2011 June 2013 

2. Offer and schedule options for 

cultural competence training 

Health 

Analyst/Community 

Liaison/Executive 

Director 

January 

2012 

June 2015 

3. Distribute customer satisfaction 

tools to providers 

Community Liaison October 

2011 

December 

2011 

4. Participate in PIMAR meetings Executive Director/ 

Health Analyst 

July 2011 December 

2012 

5. Participate in Hispanic 

Leadership Council   

Executive Director/ 

Health Analyst 

July 2011 December 

2012 

6. Participate in the Hispanic 

Council’s health committee 

Executive Director/ 

Health Analyst 

July 2011 December 

2012 

7. Develop, procure and distribute 

brochures and educational 

materials to educate non English 

speaking Healthy Start clients 

Planning and 

Evaluation 

Committee, Healthy 

Start Coalition staff 

July 2012 June 2013 

8. Enhance diversity representation 

in Healthy Start Coalition 

membership 

Executive Director, 

Healthy Start Board 

July 2012 June 2016 
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9. Assess needs of minority 

populations yearly through 

community forums, focus groups 

and/or surveys 

Health Analyst July 2012 June 2014 

10. Report focus groups findings 

yearly to community partners 

Health Analyst October 

2012 

October 

2014 

11. Translate the “FIMR Focus” 

newsletter into Spanish 

Health Analyst August 2011 December 

2012 

12. Implement strategies to reduce 

the impact of stress in ethnic 

minorities 

Healthy Start mental 

health counselor 

July 2013 June 2016  

13. Participate in St. Petersburg 

Together Dialogue Group 

Executive Director August 2011 August 

2012 

14. Provide PAT (Parents as 

Teachers) groups in Spanish 

twice a year 

Clara Arias September 

2011 

September 

2013 

15. Continue to provide Centering 

Pregnancy services to Latino 

women 

Malfis Cuevas July 2011 June 2016 

16. Partner with the Federal Healthy 

Start project and report care 

coordination information  

Health Analyst/Dr. 

Angela Horvath  

August 2011 June 2016 

17. Review a minimum of 6 African 

American fetal and infant deaths 

for the Federal Healthy Start 

project 

FIMR Coordinator August 2011 May 2012 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 

 

2.   PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 B-3-2 Improve access to Medicaid and other insurance coverage 

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

MomCare satisfaction surveys, Healthy Start satisfaction surveys and provider feedback will 

be documented to ensure changes in Medicaid access.  Letters will be written to the 

legislature and Florida Department of Children and Families to inform them of barriers to 

Medicaid access. 
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c. Where/how will you get the information? 

Changes in access to Medicaid information will be gathered from MomCare satisfaction 

surveys, Healthy Start satisfaction surveys, MomCare client, provider feedback, Healthy 

Start Coordinators quarterly meetings, list of letters sent to legislators and other appropriate 

agencies 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

Clients will be able to understand the Medicaid process and their rights as Medicaid 

recipients.   

 

e. What information will you gather to demonstrate this change on the system? 

MomCare client verbal feedback and client satisfaction surveys, Healthy Start client surveys, 

Community Liaison log including physician feedback about Medicaid process 

 

f.  Where/how will you get the information? 

County service provider’s verbal feedback, MomCare report, Community liaison log, Healthy 

Start HMS referral report, KidCare navigator report, Healthy Start satisfaction survey quarterly 

report and focus groups with Healthy Start coordinators 

 

Reduce Health Disparities 

Strategy B-3-2: Improve Access to Medicaid and other Insurance Coverage 

Action Steps Person 

Responsible 

Start Date END Date 

1. Distribute at least 2,000 

MomCare applications yearly to 

provider offices (including OB, 

family practice and pediatricians), 

L&D and ER hospitals,  

pregnancy centers, neighborhood 

family centers, Healthy Start care 

coordinators and health fairs 

Community 

Liaison 

July 2011 June 2016 

2. Track referrals from care 

coordinators to Medicaid (code 

R019) 

Health Analyst July 2011 June 2016 

3. Continue to partner with KidCare 

in linking parents to this insurance 

(involving MomCare clients and 

community partners) 

Executive Director, 

Community 

Liaison, Health 

Navigator 

July 2011 June 2012 

4. Report on Pinellas KidCare 

Coalition efforts 

Executive 

Director/Health 

Navigator 

July 2011 December 

2011 

5. Educate clients about Medicaid 

HMO options and changes due to 

Medicaid Reform 

MomCare 

staff/Community 

Liaison 

September 

2012 

September 

2013 

6. Report number of clients served 

and services provided to clients 

by the Healthy Start health 

navigator 

Health Navigator July 2011 June 2012 
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7. Educate providers about the 

Medicaid Family Planning 

Waiver 

Community 

Liaison 

July 2011 June 2012 

8. Track referrals from care 

coordination to family planning 

services (code R023) 

Health Analyst July 2011 June 2014 

9. Document MomCare client 

feedback regarding problems with 

Medicaid (surveys, verbal contact, 

Grievance and Complaint Log) 

 

Operations 

Manager 

July 2011 June 2016 

10. Annual visit to legislators 

addressing the importance of 

Medicaid coverage for pregnant 

women 

Executive Director, 

Operations 

Manager 

October 

2010 

April 2011 

11. Provide MomCare services MomCare Staff July 2011 June 2016 

12. Educate consumers about health 

insurance benefits and benefits of 

primary care provider 

MomCare staff September 

2011 

June 2012 

  

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 
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Section B-4 

Community Wide and System Related Strategies 

B-4.  CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE/SYSTEM 

ISSUE:  ENGAGE AND INVOLVE PEOPLE IN PRE AND INTERCONCEPTIONAL 

CARE  

 
a. What is the requirement or system/community-wide problem or need identified to be 

addressed by a strategy?  

 PPOR data shows maternal health is the largest indicator leading to fetal and infant 

deaths 

 PPOR data indicated a correlation between poor birth outcomes and women’s health 

prior to conception 

 Current literature indicates obesity is a precursor to poor birth outcomes; about 40% 

of pregnant mothers are overweight or obese. 

 C-section rates in Pinellas continue to increase. This increase is demonstrated in all 

ethnic groups  

 Non medically indicated deliveries before 39 weeks are increasing 

 Literature suggests increases in C-sections are largely due to women’s preference for 

this type of delivery, malpractice issues and the incidence of obesity leading to more 

chronic health problems 

 Many providers have a disconnect in perception dividing psychological and physical 

health rather than practicing a holistic approach to health 

 

b. What health status indicator/coalition administrative activity is being addressed by this 

strategy? 

These strategies address issues related to quality of prenatal care and healthy pregnancies.  The 

strategies address indicators in maternal health such as nutrition, PPOR data, percent of C-

section, and FIMR data regarding maternal pre-existing conditions (prior to conception), chronic 

health problems and mental health information. 

 

c. What information, if any, was used to identify the issue/problem (i.e. HPA, FIMR, screening, 

client satisfaction, interviews, QI/QA)? 

Maternal health information (pre-existing and during pregnancy) from FIMR records, PPOR data 

analysis, Health Problem Analysis, CHARTS information about C-sections, CHARTS and 

March of Dimes data about late preterm births, Healthy Start referrals to mental health services, 

focus group information with Healthy Start Coordinators, Healthy Start mental health screening 

scores and referrals   

  

2.   PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 Strategy B-4-1: Improve Quality of Pregnancy 
 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

Usage information of the Federal Healthy Start health promoters curriculum and training 

(number of trainings, number of attendees, locations where health promoters teach), CHARTS 

and FIMR C-section rates and, Coalition funding requests and proposals for pre and 

interconceptional care 
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c. Where/how will you get the information? 

Participation in management team meetings for Federal Healthy Start, Health Department 

information regarding health promoters training and training roster, Healthy Start 

interconceptional care information and service delivery data, Healthy Start referral report, FIMR 

BASINET data, Coalition staff partnership involvement log 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

Women will have healthier pregnancies by addressing health concerns prior to conception.  

Women will receive consistent health information from a variety of local resources. 

 

e. What information will you gather to demonstrate this change on the system? 

STD rates, percent of C-sections, number of clients using doula services, Coalition’s list of 

funding applications to enhance pre and interconceptional care services, feedback from health 

promoters participating in the Federal Healthy Start training. 

 

f. Where/how will you get the information? 

Information about STD rates, percent of C-sections and chronic health problems will be obtained 

from CHARTS; sample case information about maternal health issues prior to conception will be 

obtained from the FIMR BASINET system, feedback from Federal Healthy Start staff.  

 

Engage and Involve People in Pre and Interconceptional Care 

Strategy B-4-1: Improve Quality of Pregnancy 

Action Steps Person 

Responsible 

Start Date END Date 

1. Provide doula services 

countywide  

Betty Gathers, 

Jessica Willoughby 

July 2011 June 2012 

2. Provide monthly Parents as 

Teachers support groups 

PAT Team August 

2011 

June 2012 

3. Partner with Stroller Strides to 

encourage women to exercise 

during pregnancy and post partum 

Community 

Liaison 

July 2011 June 2012 

4. Provide Healthy Start care 

coordination to pregnant women 

Healthy Start Care 

Coordinators 

July 2011 June 2016 

1. Continue to partner with Federal 

Healthy Start pre and 

interconceptional program to 

provide outreach and education 

for at risk Black woman 

Federal Healthy 

Start evaluator 

July 2011 June 2016 

5. Provide interconceptional services 

to Healthy Start clients  

Healthy Start Care 

Coordinators 

July 2011 June 2016 

6. Provide childbirth education  Bayfront, Morton 

Plant and Healthy 

Start Coalition 

childbirth 

education 

contractors 

 

July 2011 June 2016 

7. Provide breastfeeding education  Healthy Start Care July 2011 June 2016 
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Coordinators and 

contracted lactation 

support providers 

8. Provide domestic violence 

intervention through care 

coordination (code 8024) and 

referrals (R022) 

Healthy Start Care 

Coordinators 

July 2011 June 2016 

9. Provide referrals to housing 

assistance from care coordination 

(code R009) 

Healthy Start Care 

Coordinators 

July 2011 June 2016 

10. Provide referrals from care 

coordination to adult education 

and GED (code R012, R013) 

Healthy Start Care 

Coordinators 

July 2011 June 2016 

11. Provide referrals from care 

coordination to economic self 

sufficiency services (code R017)  

Healthy Start Care 

Coordinators 

July 2011 June 2016 

12. Provide referrals from care 

coordination to transportation 

services (code R018) 

Healthy Start Care 

Coordinators 

July 2011 June 2016 

13. Provide and report number of 

prenatal care passports distributed 

to providers and community 

agencies 

Community 

Liaison 

July 2011 June 2016 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 

 

2.   PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 B-4-2  Promote a holistic approach to health 

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

 Healthy Start referrals to nutritionist, WIC and mental health services, perinatal loss doula 

report, FIMR BASINET to identify mothers receiving perinatal loss doula services, community 

liaison’s documentation of number of brochures and locations where brochures and 

informational materials were distributed. 

  

c. Where/how will you get the information? 

CHARTS/Healthy Start referral report, Community Liaison log of materials distributed, perinatal 

loss doula yearly report, FIMR/BASINET, care coordinator’s training listing 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 
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Women and their families will be more aware of the importance overall well being including 

importance of nutrition and psychosocial services.  Families will be able to receive support 

during pregnancy and when they experience a loss.  Faith based organizations will have more 

knowledge of available resources to address health issues from a holistic perspective and provide 

appropriate referrals to mental health providers and nutritional resources. 

 

e. What information will you gather to demonstrate this change on the system? 

CHARTS/Healthy Start report on referrals to WIC and nutritional assessment provided, referrals 

to mental health services, documentation of grief counseling training, community liaison log for 

material distribution. 

 

f. Where/how will you get the information? 

CHARTS/Healthy Start reports for referrals, training roster for care coordinators, perinatal loss 

yearly report, FIMR BASINET  

 

Engage and Involve People in Pre and Interconceptional Care 

Strategy B-4-2: Promote a holistic approach to health 

Action Steps Person Responsible Start 

Date 

END 

Date 

1. Provide nutritional counseling 

to Healthy Start clients (code 

4501) 

Healthy Start Care 

Coordinators/ 

Registered Dietitian 

July 2011 June 

2016 

2. Provide prenatal and infant 

referrals from care 

coordination to WIC (code 

R007) and food resources 

(R008) 

Healthy Start Care 

Coordinators 

July 2011 June 

2016 

3. Provide psychosocial 

counseling and referrals for 

long term mental health 

services to Healthy Start 

clients (code 8002, R002, 

R016) 

Healthy Start Care 

Coordinators 

July 2011 June 

2016 

4. Report yearly use of perinatal 

loss doula services 

Health 

Analyst/Perinatal loss 

doula 

January 

2012 

Decembe

r 2012 

5. Explore possibility of 

partnering with Hospice to 

provide grief counseling 

techniques to Healthy Start 

care coordinators 

Community Liaison January 

2013 

August 

2013 

6. Review/modify if needed 

current policy followed by 

care coordinators when a 

Healthy Start client fetal or 

infant loss occurs 

Executive Director/ 

Healthy Start 

Supervisor 

July 2015 June 

2016 

7. Approach faith based 

organizations to provide 

health education materials 

Community Liaison July 2012 June 

2013 
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8. Utilize Juvenile Welfare 

Board funded services pool 

Operations Manager September 

2011 

June 

2012 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 
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Section B-5 

Community Wide and System Related Strategies 

B-5.  CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE/SYSTEM 

ISSUE:  IMPROVE CHILDREN’S HEALTH AND PROMOTE OPTIMAR 

DEVELOPMENT  
a. What is the requirement or system/community-wide problem or need identified to be 

addressed by a strategy?  

 Late referrals to child developmental evaluation programs as identified y Early Steps 

and FDLRS (Florida Diagnostic Learning Resource System) referral patterns 

 Lack of provider knowledge regarding screening techniques and community 

resources 

 

b. What health status indicator/coalition administrative activity is being addressed by this 

strategy? 

Timeliness and appropriateness of referrals to community resources for children with 

developmental delays 

 

c. What information, if any, was used to identify the issue/problem (i.e. HPA, FIMR, 

screening, client satisfaction, interviews, QI/QA)? 

Data from community screening, referral numbers to Early Steps and FDLRS. Readiness for 

kindergarten data from Pinellas County Schools and Early Learning Coalition. 

 

 B-5-1  

2.   PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 Early identification of children with developmental delays 

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

Screening data, survey pediatrician/office staff, documentation of feedback to providers, 

report of data from the Early Learning Coalition and Pinellas County Schools. Number of 

pediatric provider surveys completed and returned. 

 

c. Where/how will you get the information? 

Infant HS risk screening data from HMS, compiled, de-identified data from Early Learning 

Coalition and Pinellas County Schools 

 

d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

Increase the number of appropriate, early referrals to community resources. Increased 

number of pediatric medical providers who screen for developmental delay. Increased 

number of Pinellas students ready for kindergarten. 

 

e. What information will you gather to demonstrate this change on the system? 

School readiness data from Early Learning Coalition Data and Pinellas County Schools will be 

compiled annually. Survey of pediatric providers’ developmental screening procedures. Training 

log for developmental education. 

 

f. Where/how will you get the information? 
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 Early Learning Coalition Data and reports from Pinellas County Schools. Pediatric provider 

survey. 

Improve Children’s Health and Promote Optimal Development 

Strategy B-5-1: Early identification of children with developmental delays 

Action Steps Person 

Responsible 

Start Date END 

Date 

1. Screen newborns for Healthy 

Start services 

Healthy Start 

screeners at 

hospitals 

July 2011 June 

2016 

2. Promote community-wide 

developmental screening of 

infants and young children 

Executive Director 

and HSC staff 

July 2011 June 

2016 

3. Assess pediatrician practices 

regarding developmental 

screenings 

Executive Director, 

Community 

Liaison 

October 2012 January 

2013 

4. Provide educational opportunities  

related to child development  

Executive Director, 

Healthy Start 

supervisors 

May 2013 June 

2014 

5. Develop a common system to 

report Ages and Stages results to 

avoid duplication 

Executive Director September 

2013 

June 

2016 

6. Monitor accidental injury 

statistics 

Executive Director September 

2011 

June 

2015 

7. Implement 5 protective factors Executive Director September 

2012 

June 

2014 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 

 

2.   PLANNING PHASE QUESTIONS: (All Required) 

a. What strategy has been selected to address this? 

 Promote wellness in young children  

 

b. What information will you gather to demonstrate that you have implemented this 

strategy as intended (who, what, how many, how often, where, etc.)? 

Training roster for Janice Banther’s training, Healthy Start report for coded parenting 

education services, community liaison’s log of safe sleep materials, infant passports and 

developmental materials distributed. 

 

c. Where/how will you get the information? 

Data will be gathered from CHARTS/Healthy Start report quarterly, training rosters will be 

submitted by Janice Banther, the community liaison and Executive Director to report on 

materials quarterly for the service delivery plan update.  
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d. What do you expect will be the observed impact of the strategy on the system or 

community-wide problem/need? 

Parents will learn ways to decrease injuries of young children while also learning about 

developmental milestones to better identify possible developmental delays. 

 

e. What information will you gather to demonstrate this change on the system? 

Healthy Start referrals, training rosters and material disbursement log from the community 

liaison.  

 

f. Where/how will you get the information? 

Child Fatality Review roster, SDP Quarterly Update, CHARTS/Healthy Start referral report, 

community liaison’s log. Community Training rosters. 

 

Improve Children’s Health and Promote Optimal Development 

Strategy B-5-2 Promote Wellness in Young Children 

ACTION STEPS PERSON 

RESPONSIBLE 

START 

DATE 

END DATE 

1. Collaborate with Janice 

Banther to provide Happiest 

Baby on the Block training 

Community 

Liaison 

March 2012 April 2013 

2. Participate in the Pinellas-

Pasco Child Fatality Review 

Health Analyst July 2011 June 2016 

3. Provide parenting education 

and support (code 8004, 

code R003) 

Healthy Start 

Care Coordinator, 

Community 

parenting 

educators 

July 2011 June 2016 

4. Provide refresher course for 

Shaken Baby and SIDS to 

care coordinators 

Healthy Start 

supervisor 

July 2013 June 2014 

5. Distribute safe sleep baby 

shirts 

Community 

Liaison 

January 

2011 

June 2012 

6. Refer Healthy Start clients 

to child care resources 

(R021) 

Healthy Start 

coordinators 

July 2011 June 2016 

7. Provide growth and 

development materials to 

providers 

Community 

Liaison 

July 2011 June 2013 

8. Provide and report number 

of infant passports 

distributed to providers and 

community agencies 

Community 

Liaison 

July 2011 June 2016 

9. Provide early childhood 

mental health educational 

opportunities annually 

Executive 

Director 

September 

2011 

June 2016 
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REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.). 

 

b. Demonstrate the changes in the system/community. 

 

c. Will you drop/modify/expand/continue strategy next year? 
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Category C-1 

Specific Risk Reduction Strategies 

1. LIST THE HEALTH PROBLEM: Reduce the Risk of Prematurity and Low Birth 

Weight by Focusing on Wellness 

a.  List the Risk Factor(s):  Maternal Health 

b.  List the Direct Contributing Factor(s): Maternal Infections, elective C-sections 

c.  List the Indirect Contributing Factor(s):  STDs, dental infections, communicable 

diseases, insurance coverage limitations or lack of insurance, mothers already have infections 

before they get pregnant and are sick when they become pregnant. Lack of knowledge about 

the importance of the last weeks of pregnancy. 

 

2. PLANNING PHASE QUESTIONS: (All Required) 

a.  What do you plan to do to change the level of the indirect contributing factor(s)? 

C-1-1 Provide educational tools to providers, clients and the community about maternal 

infections and the importance of 39 weeks gestation 

 

b.  Describe how doing this will change the level of the indirect contributing factor(s) 

Providers continue to need information regarding the prevalence of dental infections and 

other communicable diseases as related to the risk of premature labor.  Clients also need to 

be informed of the risk factors.  Through educational materials and trainings as well as 

partnerships with community organizations, clients and providers will have access to 

consistent information while at the same time they will be able to find this information in 

community locations that are more accessible to them. 

 

c.  What information will you gather to demonstrate that you have implemented this 

strategy as intended?  What will you do? (Who, what, how many, how often, where, 

etc.) 

The community liaison will document provider needs for information especially as related to 

prematurity risk factors, the community liaison log will document where and how many 

brochures and newsletters were distributed.  Brochures will be included in the provider 

manual distributed to OB providers.  In addition, information about dental service usage from 

the Pinellas County Health Department, CHARTS STD data, FIMR BASINET data about 

maternal infections and prematurity and PPOR data will document implementation and 

results of the strategy. Distribution log for 39 week campaign materials. 

 

d.  Where/how will you get it? 

Community liaison provider request form, community liaison log, FIMR BASINET and 

PPOR data 

  

e.  Related to the indirect contributing factor, what do you expect to be the immediate 

EFFECT (measurable objective) of this strategy on the population who receives the 

intervention/is exposed to the strategy? (Changes in knowledge, attitude and 

behaviors stated with baseline information and goal.) 

Providers will show increase in knowledge based on feedback given to the community 

liaison. 

Healthy Start will increase partnerships with other community health initiatives. 

Clients will have more knowledge about maternal infections and impact on healthy 

babies due to high risk clinic intervention. 
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Clients will be informed about the importance of the last weeks of pregnancy and there 

will be a subsequent decrease in non-medically indicated c-sections due to fewer client 

requests for C-sections. 

 

f.  What information will you gather to demonstrate that you effected a change in 

knowledge, attitude and behaviors? (What difference will it make? 

Information will be gathered from the materials request form regarding most commonly 

requested brochures, community liaison log will document provider’s knowledge of the 

topic, FIMR BASINET and CHARTS will document any decrease in maternal 

infections. CHARTS and March of Dimes data about late preterm births and elective 

C-sections. 

  

g.  Where/how will you get the information? 

OB provider material request form, FIMR BASINET, CHARTS, MOD website, community 

liaison log 

 

STRATEGY C-1-1. Provide educational tools to providers, clients and the community about 

risk factors for preterm births 

 

ACTION STEPS PERSON 

RESPONSIBLE 

START 

DATE 

END DATE 

1. Inform doctors yearly  about 

FIMR findings through 

distribution of the newsletter 

“FIMR Focus” and “Your 

Community at a Glance” 

Health Analyst, 

Community Liaison 

May 2012 June 2015 

2. Report quarterly the number 

of FIMR cases with a 

maternal infection 

Health Analyst August 

2011 

June 2016 

3. Research additional funding 

for dental health services and 

materials 

Executive Director, 

Community Liaison  

January 

2013 

December 

2014 

4. Disseminate health education 

materials about the 

importance of 39 weeks of 

pregnancy (to medical 

providers for pregnant 

women)  

Community Liaison January 

2014 

December 

2016 

5. Monitor quarterly the  

materials request forms 

received from providers and 

report most requested 

materials 

Community Liaison October 

2011 

June 2016 

6. Analyze data about preterm 

births and C-sections annually 

Health Analyst February 

2012 

February 

2016 

7. Offer Grand Rounds  about 

the importance of 39 weeks of 

pregnancy for medical 

providers 

Executive Director to 

coordinate 

May 2012 June 2012 
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REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.) 

 

b. Demonstrate the changes in knowledge, attitude and behaviors  

 

c. Will you drop/modify/expand/continue the strategy next year? 

 

 

 

Section C-2 
Specific Risk Reduction Strategies 

1. LIST THE HEALTH PROBLEM: : Reduce the Risk of Prematurity and Low Birth 

Weight by Addressing Substance Misuse 

a.  List the Risk Factor(s):  Substance abuse 

b.  List the Direct Contributing Factor(s): Tobacco, alcohol, prescription drugs, illegal 

drugs 

c.  List the Indirect Contributing Factor(s):  Lack of provider training to talk to clients 

about smoking cessation, lack of client’s knowledge about effects of prescription drugs on 

the unborn, treatment facilities lack appropriate information about pregnancy resources for 

substance abusers 

 

PLANNING PHASE QUESTIONS: (All Required) 

a.  What do you plan to do to change the level of the indirect contributing factor (s)? 

C-2-1  Provide additional information to providers and clients regarding  

   smoking cessation and effects on children and fetuses 

 

b.  Describe how doing this will change the level of the indirect contributing factor(s) 

Provider will be trained in the Fresh Start program and will be able to counsel clients about 

smoking cessation.  This strategy is the only one in the literature showing impact on smokers.  

Clients will be able to have access to smoking cessation information at non-traditional 

locations in their community such as training (etc).  Healthy Start care coordinators will be 

providing at home smoking cessation counseling which will allow them to address not only 

the women but their families if they have smokers in the household. 

 

c.  What information will you gather to demonstrate that you have implemented this 

strategy as intended?  What will you do? (Who, what, how many, how often, where, 

etc.) 

Number of providers trained, training topic selected, number and location of educational 

materials distributed, community partnerships log, Healthy Start referrals due to smoking, 

Healthy Start counseling provided to clients due to tobacco use.  

 

d.  Where/how will you get it? 

Training attendance roster, provider feedback through quarterly communications, 

CHARTS/Healthy Start reports 

 

e.  Related to the indirect contributing factor, what do you expect to be the immediate 

EFFECT (measurable objective) of this strategy on the population who receives the 
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intervention/is exposed to the strategy? (Changes in knowledge, attitude and 

behaviors stated with baseline information and goal.) 

The number of pregnant women smoking during pregnancy will decrease. 

 Providers will be more knowledgeable about smoking cessation counseling techniques 

and resources. 

Providers will be able to give appropriate referrals to clients. 

 

f.  What information will you gather to demonstrate that you effected a change in 

knowledge, attitude and behaviors? (What difference will it make? 

CHARTS smoking information, Healthy Start referrals, smoking cessation training 

information. 

 

g.  Where/how will you get the information? 

    CHARTS smoking information, FIMR/Basinet, community liaison training logs of 

Coalition, Healthy Start referral report  

 

STRATEGY C-2-1. Provide additional information to providers and clients regarding 

smoking cessation and effects on children and fetuses 

ACTION STEPS PERSON 

RESPONSIBLE 

START 

DATE 

END 

DATE 

1. Continue to offer Fresh Start for 

OB, family practice, pediatricians 

and internal medicine doctors 

Community Liaison January 

2012 

June 2013 

2. Distribute smoking cessation 

posters, handouts and flyers to 

OB, pediatricians, family doctors 

and faith based organizations 

Community Liaison July 2011 June 2016 

3. Seek additional funding for other 

training materials and smoking 

cessation tools for providers to 

distribute to clients 

Executive Director, 

Community Liaison 

December 

2011 

December 

2012 

4. Continue providing smoking 

cessation counseling to Healthy 

Start clients (code 8026) 

Healthy Start 

Coordinators 

July 2011 June 2016 

5. Provide referrals to Healthy Start 

clients (prenatal and infant) for 

tobacco cessation (code 6620) 

Healthy Start Care 

Coordinators 

July 2011 June 2016 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.) 

 

b. Demonstrate the changes in knowledge, attitude and behaviors  

 

c. Will you drop/modify/expand/continue the strategy next year? 

 

PLANNING PHASE QUESTIONS: (All Required) 

a.  What do you plan to do to change the level of the indirect contributing factor (s)? 
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C-2-2  Provide additional information to providers and clients regarding prescription 

and illegal substance misuse and effects on children and fetuses 

 

b.  Describe how doing this will change the level of the indirect contributing factor(s) 

Provider will be trained regarding prescription drug use and available community resources.  

Clients will be able to have access to prescription drug abuse information at multiple levels 

of care.  Healthy Start care coordinators will be trained to manage drug abuse clients and 

their families to educate them about effects on children and to provide appropriate referrals. 

 

c.  What information will you gather to demonstrate that you have implemented this 

strategy as intended?  What will you do? (Who, what, how many, how often, where, 

etc.) 

Number of providers trained at Grand Rounds, training topic selected, number and location 

of educational materials distributed, community partnerships log, Healthy Start referrals due 

to substance abuse, Healthy Start counseling provided to clients due to substance abuse.  

 

d.  Where/how will you get it? 

Training attendance roster, provider feedback through quarterly communications, 

CHARTS/Healthy Start reports 

 

e.  Related to the indirect contributing factor, what do you expect to be the immediate 

EFFECT (measurable objective) of this strategy on the population who receives the 

intervention/is exposed to the strategy? (Changes in knowledge, attitude and 

behaviors stated with baseline information and goal.) 

Pregnant women will have referral information at multiple levels (provider, home 

visitation). 

 Providers will be more knowledgeable about community resources for drug abuse. 

Providers will be able to give appropriate referrals to clients. 

Care coordinators will be more knowledgeable to provide appropriate referrals. 

 

f.  What information will you gather to demonstrate that you effected a change in 

knowledge, attitude and behaviors? (What difference will it make? 

DCF drug exposed newborns report, Healthy Start referrals, drug abuse grand rounds 

attendance. 

 

g.  Where/how will you get the information? 

    FIMR/Basinet, community liaison training logs of Coalition, Healthy Start referral report.  

 

STRATEGY C-2-2. Provide additional information to providers and clients regarding 

prescription and illegal substance abuse and effects on children and 

fetuses 

ACTION STEPS PERSON 

RESPONSIBLE 

START 

DATE 

END 

DATE 

1. Participate in the Substance 

Exposed Newborn Task Force 

Executive Director July 2011 June 2016 

2. Offer educational programs 

related to substance misuse in 

pregnancy 

 

Executive Director September 

2011 

June 2016 
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3. Procure and distribute 

brochures to educate women 

about effects of drug abuse  

Executive Director & 

Community Liaison 

July 2012 June 2014 

4. Schedule Grand Rounds to 

address prescription & illegal 

drug abuse in pregnant 

women 

Executive Director September 

2013 

September 

2014 

5. Train Healthy Start care 

coordinators regarding 

substance abuse 

Healthy Start 

supervisors 

July 2011 June 2012 

6. Report the number of Healthy 

Start women who are 

substance abusers 

Health Analyst July 2011 June 2016 

7. Provide referrals to Healthy 

Start clients (prenatal and 

infant) for alcohol abuse (code 

6621)  

Healthy Start Care 

Coordinators 

July 2011 June 2016 

8. Provide referrals to Healthy 

Start clients (prenatal and 

infant) for substance use (code 

6622)  

Healthy Start Care 

Coordinators 

July 2011 June 2016 

 

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update) 

 

a. Demonstrate that you have implemented this strategy as planned (who, what, how 

many, how often, where, etc.) 

 

b. Demonstrate the changes in knowledge, attitude and behaviors  

 

c. Will you drop/modify/expand/continue the strategy next year? 
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Appendix A 

Community Café  
 

COMMUNITY CAFÉ AT 
MT. ZION 2/2/2008 

  

TABLE HOST:   Astrid Ellis 
 
 LEAD QUESTION  

(HEALTHY START IMAGE) 
What is the first thing that comes to mind when you hear Healthy Start? 

   
 PROBES  

 Is that the image we want? 

 How do we improve and disseminate the Healthy Start message? 
   

 
 
 
 
 
 
 
 
 
 
 

 

 **Say no to Healthy Start because they are nosey 

 Don’t like nosey, it is best if they are non judgmental 

 Transportation for folks who don’t have Medicaid 

 They give lots of resources 

 Vouchers for car seats 

 Clothes 

 Healthy Start is all positive. It is nice that they are with you the whole pregnancy  
 

 

 TABLE HOST: Carrie Hepburn  
   
 LEAD QUESTION  

What are the services needed for those who are pregnant and parenting young children? 
 

 PROBES  

 Are they readily available in Pinellas? 

 What are the gaps? 

 ****People need to have health insurance/ Medicaid.   

 People are getting denied, others are only covered for only 45 days, KidCare application 
process and reapplication is complicated and people are get denied. 

 Need tutoring services for children 

 *****More resources needed: 

 **Need cribs for babies 

 **Need more baby items like milk, newborn baby items, formula, shampoo, diapers and 
other big baby items 

 More food stamps 

 More financial support 

 More car seat classes 

 Make resources more readily available 

 Community resource workshops 
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 Improve housing eligibility process to make it easier and faster  

 Young parents need a place that is affordable and safe to live in  

 ****More educational opportunities: 

 **Parenting skills workshops 

 Life skills workshops 

 **Support groups for pregnant women, ***new parents and young parents 

 Workshops at Boys and Girls Club 

 Need help getting a job, especially for teen parents 

 Need someone to talk to  

 Need to make birth control more available/cheaper 

 Increase the number of recreation centers 

 *****More affordable child care including for working parents, parents going to school or 
working at night 

 Daycare at the workplace 

 **Free/reduced cost childcare 

 Respite care (1/2 to 1 day) 

 Better day care services 

 Nicer staff at the St. Petersburg Pinellas County Health department 

 ***Father involvement 

 ***Have mentors/role models for fathers  

 Services for first time fathers 

 Find ways to get fathers involved 

 For the state to be able to support the mothers without the mothers having to 
put the fathers in child support 

 Services for middle class people  

 **Transportation 

 Better bus system 

 After school activities for children 

 Provide more outreach to pregnant women 

 Provide more information about healthcare providers 

 More food stamps 

 **More WIC  

 Add fruits (so they can be purchased with WIC checks, give money the extra nutrition 
they need for free) 

 More money for food 

 **More community baby showers like this one 

 Abstinence program using women with experience being abstinent 
 

TABLE HOST: Kimberly Brown 
 
 

LEAD QUESTION 

 

What are the problems new parents face in your community? 
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PROBES 

 Are they different than the problems new parents face in other communities? 

 Any ideas for possible solutions to those problems? 

 

 ***Safe housing problems 

 High rents and deposits 

 *****Lack of health insurance for parents and children/cost of health care 

 Health care is expensive.  I pay $80/week, but then the insurance doesn’t cover 
office visits. 

 Medicaid office is not helpful and doesn’t have weekend/night hours to answer 
questions 

 **Medicaid process is difficult to navigate because you are shuffled from one 
person to another 

 Need more information about pregnancy Medicaid 

 School counseling (for college) 

 **More job training (how to get a better paying job) 

 Community job fairs 

 Transportation 

 Not enough help  

 Community problems like drugs, STDs, lack of education 

 Educate parents at the doctors’ office about services available 

  Inadequate resources: Medicaid, cash assistance, WIC, new mothers may not go to 
appointments because it is hard to get in at times 

 More money needs to be allocated to the community 

 More opportunities for children: 

 Affordable childcare 

 Places for older children 

 More community resources to help working moms and students 

 Background checks 
 
 

   
TABLE HOST:  Melody Cousley 

   
 LEAD QUESTION  

How would pregnant women/parents like to get care/information and/ or support 
 

 PROBES  

 When they are pregnant? 

 After their child is born? 

 What about the fathers? 

 Videos (especially for first time parents) 

 Guide for first time parents 

 Internet sources 

 From their workplace: educate companies/businesses about pregnant women’s rights  
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 **Healthy Start home visitation 

 It is a good program, home visitations are good 

 Should have a Healthy Start worker available after hours as well- should be able 
to call them anytime! 

 **Churches 

 Recreation centers 

 Family, friends, community 

 Positive encouragement 

 **Support groups 

 Emotional support for fathers 

 Support for post partum moms 

 Classes 

 Health care providers 

 Libraries 

 Advertise resources/programs better 

 **“Doctor’s don’t listen!” 

 “Free services don’t have to be crappy!” 

 Sometimes we need help to get new doctors because of insurance issues 

 We need to have the same doctor all the time.  I delivered 6 weeks early, I never saw the 
same doctor twice (high risk). 

 Post partum depression, should have someone to call 
 

 TABLE HOST: Mari Detres  
 
 LEAD QUESTION  

How can we stop black babies from dying in this community? 
 

 PROBES  

 Why are there disparities in our community?  
 

 *****Improve nutrition before and during pregnancy   

 Too many people have diabetes and that affects the babies.  Look at what 
women at eating, not just the amount that they eat.  Emphasize the importance 
of drinking enough fluids. 

 Bad eating habits (need to eat healthy) 

 Lack of exercise 

 **Improve WIC: More healthy choices like fruits and vegetables 

 ****Improve infant care 

 **Babies are dying because of neglect like not checking the babies when they are 
in their cribs, parents need to pay more attention (monitoring) 

 **Offer infant care classes (i.e. infant CPR, first aid class) 

 Improve communication with pediatrician 

 Keep pediatrician appointments 

 Education 

 Give more playpens 

 **More childcare programs  

 Child care resources- when daycare is not available (holidays, kids sick, etc)  
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 ***Start prenatal care as soon as possible.   

 Mothers (not just young mothers) are torn on whether or not they want an 
abortion and delay prenatal care. 

 **Many mothers (not just teen mothers) don’t know they are pregnant and when 
they find out they are afraid of letting others know.  They hide their pregnancies 
and delay prenatal care 

 Inappropriate medical treatment 

 ****Lack of insurance or process delayed 

 Need more call representatives at Medicaid; too many times you get the message: 
“Due to large call volume…”  You can’t get thru to your case worker and there 
are always errors in paperwork  

***Stress can cause babies to die 

 Relationship stress can be a factor 

 “Racism has nothing to do with it.  Stress plays a part, but it is stress due to living 
situations or other factors, not racism.” 

 Get tested for sickle cell, STDs and HIV 

 Prevent teen pregnancy 

 Prevent drug and alcohol abuse, quit smoking  

 Reduce number of hours worked (mothers work long hours) 

 More child support for babies  

 More government support (maternity and paternity leave programs)  

 **Continue community programs and events like Healthy Start and community baby 
showers like this one 

 Increase awareness of free or low cost programs  

 Hospitals and doctors should be giving out more information similar to what we 
received today (at the community baby shower) when the baby is discharged from the 
hospital and follow up a month or so later 

 
TABLE HOST: Delquanda Turner 

 LEAD QUESTION  
What do you think about prenatal care? 

 
 PROBES  

 Why don’t women in our community go for prenatal care early in pregnancy (in the 
first 3 months)? 

 Do you think prenatal care is valuable….why or why not 
 

 It is very helpful.  Teaches the mother a lot! 

 I think prenatal care is essential to bring into the world a healthy baby and it decreases 
your chance of birth defects 

 Equal treatment.  Medicaid patients are treated differently by doctors that people with 
regular insurance.  I was not satisfied with my doctor.  

 Reasons for no prenatal care 

 Can’t navigate the system 

 Mothers are not aware of services 

 Lack of health insurance 

 Mothers are more concerned with other issues (other than prenatal care) such as 
housing, utilities) 
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 Limited resources 

 Lack of women’s health insurance 

 Lack of transportation   
 
                            TABLE HOST:  Virginia Irving 
 LEAD QUESTION  
 What prevents women from getting services while they are pregnant?  
 

 Language barrier 

 U.S. residency status 

 Fear of receiving medical help 

 Transportation 

 Not having close access to medical care (i.e. high risk clinic and others) 

 **Health insurance/health care cost 

 Not being eligible for Medicaid 

 Not knowing Medicaid is available 

 Religious beliefs 

 Addictions to drugs and alcohol 

 Lack of education (not thinking it is really necessary) 

 Not knowing that your pregnant early enough 

 Not caring enough fir the baby to get prenatal care 

 What are prenatal classes good for? None went to prenatal classes! 

 Concerns about previous miscarriages 
 
Who do you expect to help you?  (USF) 

 Godparents 

 **Baby’s father 

 Father’s family 

 Mother’s family 

 Church family 

 Grandparents 

 Community 

 New acquaintances 
 
Comments about the baby shower: 

 “The baby shower was excellent, perfect timing, nice vendors (x2), enjoyed it!” 

 “Thank you Mt. Zion for this baby shower event…This is my baby shower.  God Bless.” 

 “Things we liked about the day:  Free stuff, yeah!  Time of socializing with friends and meeting new 
people.  Food!  A community baby shower should be done every six months.  Other organizations 
should have this type of events.” 

 “Baby shower was ok.  Would have liked bassinets or later opportunity for those who register.  Nice 
staff.”  

 “The event on Saturday was beautiful… had a great time.” (from a vendor) 

 “I enjoyed the event.  It is great being in the community.  Need more events like this.” 
 

Community Café (Coalition) 9-24-2010 from 9am-11am. 
Introduction: (10 minutes) What is a Community Café and how it works.  Dr. Judi Vitucci 
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4 table questions, 20 minutes rounds (x4). 
30 minutes to report comments from each table  

 
 
 
 
 
 
 

TABLE HOST: Mari Detrés 
 LEAD QUESTION #4  

What should be the focus of Healthy Start in the next 5 years? 
 

 PROBES  

 Can you think of any innovative ways to provide Healthy Start services (besides home 
based and office based care coordination)? (i.e. paraprofessionals vs. other staff, home 
vs. other type of service…) 

 What should be the target population? 

 What type of services should be provided? 
Responses: 

 Maternal health (pre and interconceptional). Healthy Start targeting before pregnancy. 

 Pregnancy is not just about women, target men too 

 Paraprofessional model paired with professional consultants 

 Pairing female HS home visitor with a male HS home visitor to provide services for 

TABLE HOST: Cindy McNulty 
 LEAD QUESTION #1  

What prevents women from accessing care during pregnancy and right after delivery? 
 

 PROBES  

 Why do some women start prenatal care late in pregnancy? 

 Why many women don’t go to their 6 week post partum visit? 
 
Responses: 

 Troublesome Medicaid process 

 Problems with limited HMO coverage 

 Ignorance prevents women from accessing care, not knowing how to do it.  

 Women are overwhelmed: lack of understanding of importance of medical care. 

 Fear of invasion of privacy (due to risky behavior) 

 Problems getting transportation 

 ***Childcare: limited space for children at provider offices, lack of childcare to go 
to the doctor, expensive childcare.  Need to offer short term daycare during 
medical appointments.  

 Language barriers. 

 Need more doctor’s that take PEPW (temporary Medicaid) 

 Reduced funding for social services (due to budget cuts) 

 Use humor to promote 6 week follow up visit: PSA’s, pregnancy tests, 50 reasons 
to keep post partum visits. 

 Educate about the importance of getting medical care: more education about 6 
week follow up and family planning (and how to apply).  Understanding the 
importance of 6 week follow-up.  Right now they don’t think it is needed 
(patients): “If it is not broken, don’t fix it. Everything is ok.” 

 ***Visiting nurses program, medical home visits.  Nurses should do post partum 
visits for all Healthy Start clients like they do in Healthy Families. 

 Offer incentives to show up at post partum visit. 

 Hard to change to family planning services. 
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men too (team approach) 

 Dad’s bootcamp 

 Mom’s bootcamp, like the curriculum teen parents have in the school 

 Seek responsible fatherhood/motherhood grants 

 Inclusive of same sex couples 

 Healthy Start visit at birth hospitals and give baby packets: HS starting at the hospital 
with father inclusiveness 

 Connect post partum to hospital discharge 

 *Incentives (toiletries, baby bottles, toothbrushes) for home visitation clients and to 
attend educational groups 

 Focus on health disparities 

 Foot soldiers-teaching each other what is happening in the community 

 Focus on prescription drug abuse and methadone babies 

 Recovery coaching- empathy, non judgmental approach 

 Collaborations with community partners 

 Advocacy committee 

 Policy change: building sustainability and environmental change 

 Educate on how to navigate the system 
Shaken baby syndrome refresher training for care coordinators and Healthy Start clients 

                                                        TABLE HOST:  Jane Bambace 

   

 LEAD QUESTION 
#5 

 

Why are there health disparities in our community? 

 PROBES  

 

 What are the disparities? 

 How do we reduce health disparities in maternal and child health? 
 

Responses: 

 Maslow’s self actualization: attainment of the basic needs of physiological, 

safety/security, love/belongingness, and self-esteem and hierarchy of needs 

 People born in poverty or using the public system (especially minorities) are pushed 

down to remain living in those conditions (“living in the box”) 

 Stop blaming people for using the system, stigma of using the public system 

 Empower people to improve their quality of life/self awareness 

 Improve access to primary care 

 Reduce stress 

 Look at the definition of what client’s interpret to be “healthy” 

 Change family belief system about health and health disparities 

 Community building  
 

TABLE HOST: Dr. Judi Vitucci 
 LEAD QUESTION #7  

How can we use innovative technology to reach pregnant women and parenting families? 
 

 PROBES  
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 Who can we reach (population demographics)? 

 Which specific media (i.e. website, Facebook, tweeter, text, etc)?  

 What type of message? 
 

Responses: 

 Text coupons for diapers and baby products with messages 

 Branding with Healthy Start logo: kiosks, car magnets (confidentiality issue?), 
Billboards, posters 

 Run educational loops at physician’s offices 

 Online application for services using links 

 Use Facebook 

 Get PSA’s to television with Healthy Start logo 

 Bumper sticker: Need Help____ Follow me to Healthy Start 

 Websites for parenting resources and link to access community services  

 Radio 

 Advertise in Starbucks 

 Group broadcast messages 

 Iphone application 

 Text 4 baby 

 Twitter 

 YouTube 

 Bus place cards, DVD on bus  
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Appendix B: Focus Groups 

 

B-1: Latino Access to Care 
 

# Participants = 8; (2 male, 6 females/ 2 couples) all part of the Centering program at the Clearwater 

Health Department 

Average number of years living in the U.S. 6.2 years 

Country of origin: Mexico (4 Hidalgo, 1 Guanajuato, 1 Guadalajara, 2 Mexico D.F.) 

 

The focus group was held in Spanish.  The following notes were translated to English. 

 

1. How do you obtain information about health care in your community? 

TV, radio, brochures on the walls at the Clearwater Health Department clinic, friends, 

acquaintances, children’s elementary school, word of mouth 

 

2. What organizations do you call to obtain health care information? 

The preferred place to get information and receive health care services is the Clearwater 

Health Department (CHD).  Many Latinos living in South County travel a long distance just 

to receive services at the CHD without a need for interpreters.  Interpreters were seen as a 

barrier to communication.  In addition, participants said CHD “understood them” better as a 

culture. 

 “Clearwater Health Department is the only place we know for health.”   

The Clearwater DOH was seen as a place that understood Latin culture and language: “I 

looked for this clinic because they speak my language, if I go somewhere else I can’t 

communicate.”  “Clearwater has experience (with Latinos).” 

“Eight days ago I had to go to the emergency room at Morton Plant and there was nobody 

who could speak Spanish.  It is not the same thing when they bring an interpreter.  I like to 

hear it directly, sometimes interpreters don’t say the same thing they were told.  Sometimes 

you can’t understand the right thing.” 

 

“The reason we don’t call other places is because we don’t have information about them.  A 

lot of people that I know have sexually transmitted diseases and they don’t have the 

information they need.  I have to tell them where to go.” 

 

“The dentist gives you contact numbers for health services in Pinellas (Pinellas Park), 

Clearwater and St. Petersburg.” 

 

3. Which way do you prefer to receive messages regarding your health? 

Brochures, books, TV (commercials between shows), Spanish Discovery channel. 

Specifically they liked to watch baby shows in the Discovery channel (early morning and for 

fathers between 7-9pm) such as “Mama Modelo” y “Nacimiento”.  These seem to be the 

equivalent shows in Spanish to Baby Story and other baby and delivery shows.  They liked to 

watch the health channels because they can learn about symptoms and identify them so they can 

go to the doctor/hospital. 

 

4. Where do you go shopping for food, clothing etc? 

Food: 

Save-a-Lot, Mexico Lindo, another Mexican store on East Bay and US19 by Gulf to Bay (food), 

flea market (for fresh produce) 
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Participants rarely they shop at Publix and Albertsons.  They don’t like to buy canned products 

and if they have to buy any they keep it to a minimum because it is not “fresh” food.  All of the 

participants liked to shop at the small Mexican own stores and most shopped for food once a 

week.  The flea market produce was described as “best” because it is “fresh”. 

Clothing and shoes: 

Walmart, Ross, Burlington, Payless shoes 

 

5. What health care services have you received in the last six months? 

Prenatal care and dentist (at the Clearwater Health Department) 

“I have a cousin that was really sick and he had not called anybody (services).  My wife saw an 

ad for a clinic right outside Walgreens while she was on the bus.  It had a huge sign that said 

clinic, at the corner of 66 and Ulmerton.  My cousin went there.  He wrote his symptoms in a 

computer in Spanish and the doctor in the back received them translated to English, read them 

and prescribed him.  For the consultation and the medication it was only $150.  It costs more just 

for the consultation if you go to a regular doctor and he didn’t have to wait!  He got better right 

away.”  “He tried a lot of different pills before he went there and nothing had worked.” 

“A lot of Hispanics self prescribe before they go to a doctor because of the language barrier, the 

cost and because it is the tradition to try over the counter and herbal remedies before going to a 

doctor.” 

The group mentioned they frequently call their mothers and family members in their country of 

origin and get health advice from them about herbs and over the counter remedies.  They 

mentioned boiled Eucalyptus help one of the participants to overcome a bad cold by inhaling the 

mint vapors resulting from boiling it.  Another cure is using a plant called “gordolobo” (an 

ancient Aztec flower native to Mexico) and mixing it with tomatoes and cinnamon to help cure 

coughing. 

 

6. Were you satisfied with the services received?  Why? 

All of the participants were satisfied with the health services provided by the Clearwater Health 

Department.  They were not satisfied with services received at Community Health Centers in St. 

Petersburg and Pinellas Park.  They said Pinellas Park is for “white people” and St. Petersburg is 

for “black people”.  They don’t feel welcomed at Community Health Centers because they say 

they can’t communicate with them and they don’t understand the Hispanic culture.  One father 

said he complaint at the Pinellas Park Community Health Center because “They didn’t treat me 

right.  Clearwater Health Department treats me better and they have experience with Hispanics.” 

 

“Here (CHD) they remind you of your appointment.  They are truly interested in you, they want 

to inform you.  They even go with you to transfer you from one place of the clinic to the other.  

They are friendly.  They even call you after you have your diabetic screen tests results to let you 

know that you are ok.” 

 

“Nobody is as good as the CHD.  They invite the husband to come.  They teach you about your 

wife’s pregnancy and illnesses if she has any.  In this group (Centering Pregnancy) we even get 

moral support and help from each other.” 

 

“Nobody treats you as well as they do here (CHD), not even in your own country you are treated 

so well.  They don’t care if you are here legally or undocumented.” 
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“The Clinica Gudalupana is for low income people and you have longer wait because they 

prioritize the elderly and people with diabetes.  They help with medicine and they don’t charge 

anything.”  

 

One father said he was aware of the programs for domestic violence at churches because he used 

to work in them.  He said those programs are very good. 
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Appendix B-3: Healthy Start Staff and Supervisor Focus Group 
 

 

Healthy Start Supervisors Focus Groups 

November 2009 

Purpose of this focus group: 

Every 5 years the Coalition creates a new service delivery plan that will guide how we deliver 

services countywide.  Healthy Start and Healthy Families Plus are two of the largest contracts 

funded by the Coalition.  The purpose of the focus group is to learn from care coordinator how we 

can best deliver services in the next 5 years.  The group discussed activities that Healthy Start is 

doing well, and others were that we can improve.  A focus group was held for Healthy Start 

supervisors.  Two focus groups were held for care coordinators (one in Spanish and one in English) 

(the report will be given separately).   

 

Related to your staff: 

1. What are the main issues brought to you by field staff? 
The main issues are computer related.  The system is down often, office based staff 

can’t use the system after 4pm and supervisors spend a lot of their time making calls 

to find out where is the problem (Tallahassee or local) and dealing with resolving 

computer issues.  It takes them too long to problem solve computer issues since they 

have to call locally, then Tallahassee and then put in help requests.  A lot of times it is 

hard to tell if the problem is local or at the state level.   Supervisors said they spend at 

least 50% of their day resolving computer issues.   Also related to computers, a 

supervisor said they are asked to do more computer work with old computers.  IT is 

supposed to replace computers, but Healthy Start computers are not the priority 

therefore sometimes it takes a very long time to get a new computer.  They mentioned 

that Management is looking into air cards/laptops and they will probably need about 
15 to help with data entry at or right after home visits, as well as at satellite office 
based locations.  
 
Another common issue brought by staff is mental health.  Cases are becoming 
increasingly difficult, there are more women with extreme (diagnosed) mental 
health problems beyond post partum depression (bipolar, schizophrenia and other 
diagnosed disorders): “One worker has five people that need mental health 
counseling, so they get frustrated.  We do not have enough access.  St. Pete clients 
don’t want to go to Directions because of location.”    “Directions is to help with post 
partum depression only – yet many clients have other issues – life long problems & 
severe cases and they shouldn’t even be Healthy Start involved.”   The response time 
from referral to actually receiving mental health services from Directions is too long.  
Sometimes it takes up to 3 months (and clients are usually involved 6 to 8 months in 
the program).  Workers are very concerned about their clients who may be suicidal.   
 
{ǳǇŜǊǾƛǎƻǊǎ ŦŜƭǘ IŜŀƭǘƘȅ {ǘŀǊǘ ƛǎ ōŜƛƴƎ ǳǎŜŘ ŀǎ ŀ άŘǳƳǇƛƴƎ ƎǊƻǳƴŘέ ŀƴŘ ǘƘŜ ŜȅŜǎ ŀƴŘ 
ears of other agencies (such as Child Protection Services).  Supervisors believe this is 
not what Healthy Start is a about and they are not meant to serve as monitors for 
ƻǘƘŜǊ ŀƎŜƴŎƛŜǎΥ   άMany clients use us as a “maid & nanny service”.  “Healthy 
Families is capped out….basically, then Healthy Start becomes the “trash can” for 
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cases.”  Healthy Start should be more focused on those who fit into our risk factors 
and some families should be referred out to other agencies.     
 
Overall Healthy Start clients can be demanding and difficult to work with due to 
their living circumstances and risk level.  This needs to be taken into account when 
addressing improvement in the system.   

 

2. ²Ƙŀǘ ŀǊŜ ȅƻǳ ŘƻƛƴƎ ǘƻ ƘŜƭǇ ǿƛǘƘ ŎƻƻǊŘƛƴŀǘƻǊǎΩ ǎǘǊŜǎǎ ƭŜǾŜƭǎΚ  
Supervisors have an open door approach.  Care coordinators feel free to come in 
and talk about life or work.  Team meetings are scheduled monthly.   Supervisors 

say most of the staff stress is self inflicted since they put pressure on themselves 

(coordinators).  People resent being pulled in for anything unless it is to talk about a 

certain project.  

“ If we offered a yoga class for example, they would not be happy…they want 

strategies to help them do their jobs.”   

Meetings should be shorter and only held if necessary.  Team updates take a long 

time at monthly meetings and they can be done in writing or email.  Staff is frustrated 

since meetings are held to tell them what they are doing wrong or to add more 

reports, but there are no salary raises, bonuses or incentives for the added work.   

“Maybe state standards need to be more realistic.” 

There was not specific procedure or training offered to help with work related stress 

levels.  There is also no specific intervention in place to help coordinators deal with 

their emotions when a client’s case managed baby dies.  Coordinators are encouraged 

to talk about their stress to their supervisors.  

 

3. What types of trainings are care coordinators getting? What works? What is 
lacking?  Is the training structure good?  

Supervisors said the Health Department mandates 24 hours of training per year.  
Some of the trainings are mandatory, such as security, healthy behaviors, HIPPA, 
HIV, nutrition, H1N1 and smoking cessation.  There are several trainings related to 
home visitation that are only available to Healthy Families staff, not Healthy Start.  
There is no training on how to do home visitation, substance abuse, mental health.  
There are several problems with training.  The Health Department mandates several 
trainings not related to home visitation and the ones available to home visitation are 
for Healthy Families and Healthy Start is not included.  In addition, there are 
problems sometimes with the presenters and with the time available to attend 
trainings. 
 άThe communication between Healthy Families and Healthy Start is not good.”   
“Every week we send out training opportunities to our employees and they don’t take 
advantage of it.”  
“ Sometimes trainings fall flat due to lack of participation.”   
“Trainers are not able to engage their audience.  They can be very boring.  One time 
we had a speaker show up for substance abuse training and she was not prepared 
and was not on time.”   
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4. What is the process for case closures?   
Supervisors said they get closure chart, a closure code is documented, the case is 
closed in HMS, employee activities are printed, and a copy goes in the chart.  
Coordinators review cases monthly.  The number of cases reviewed varies by 
supervisors.  Supervisors review the charts to ensure it is appropriate to close the 
case and that enough attempts were done aŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ŎƭƛŜƴǘΩǎ Ǌƛǎƪ ƭŜǾŜƭΦ   

 
5. What is the process when a baby dies?  Is it a good process? Does it support the 
ǎǘŀŦŦΩǎ ŜƳƻǘƛƻƴŀƭ ƴŜŜŘǎΚ ²ƻǳƭŘ ȅƻǳ ƭƛƪŜ ǘƻ ŎƘŀƴƎŜ ƛǘΚ 

No specific support is provided for staff experiencing the loss of one of their clients 

(baby).  Recently a worker had two clients experiencing a loss (one fetal and one 

infant death).  The supervisor talks to the coordinators, but there is no formal 

counseling provided.  Regarding grief counseling to clients, coordinators offer grief 

counseling thru referrals to Hospice and they continue the care coordination as an 

interconceptional case.   When a baby dies after 22 weeks, an incident report is 

completed and the case is reviewed by supervisors.  Some families don’t want 

assistance. Some clients said they didn’t want help because the presence of the 

coordinator reminds them of happier times and they don’t want that.  Supervisors feel 

they are being asked to pressure people into accepting interconceptional care.   

Sometimes the clients get upset for being repeatedly contacted and the coordinator 

doesn’t want to pressure them, but are asked to ask again:  “Please don’t second 

guess us, have more faith in us.”    

 

About you as a supervisor: 
 

1. What training do supervisors get? 

Supervisors are aware of training opportunities provided thru JWB and other 
ƻǊƎŀƴƛȊŀǘƛƻƴǎΣ ōǳǘ ǘƘŜ Ŏƻǎǘ ƻŦ ǘǊŀƛƴƛƴƎ ƛǎ ƘƛƎƘ ŀƴŘ ǎǳǇŜǊǾƛǎƻǊǎ ŘƻƴΩǘ ƘŀǾŜ ŜƴƻǳƎƘ 
time to attend a lot of the trainings available.  Supervisors receive training thru the 
Pinellas County Health Department every year.  They would like to be notified earlier 
about training opportunities (at least 30 days in advance). 
 

2. What is your leadership style?   
Most supervisors have many years of experience.  They see the role of a supervisor 
as a facilitator, spokesman (to speak for their staff needs), trainer, resource 
specialist and even counselor.  They believe higher management can sometimes be 
unaware of the needs of coordinators and it is their job to voice those concerns.   
Supervisors were concern about how long It takes sometimes to go thru the chain of 
command (especially with IT issues) to solve a problem.  They feel they spend too 
much time solving computer problems.  “We are just putting out fires and we could 
be more proactive.” 

 

3. What is your greatest success? What do you value? 

Supervisors value their staff and clients above all.  They were proud when their staff 

went back to school or got more training. They also like to hear reports about a work 

well done with clients. 
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“I don’t expect them to stay (care coordinators) as this is often a stepping stone 

position, but appreciate when they do.  Training is very important, whether it is 

internal or outside training.” 

 “I love my job and being so busy, but I feel extremely overwhelmed as there are 

several grey areas as every client is different – always changing, the clients seem to 

be at higher risk.”   

Supervisors would like to have more time for home visitation.  They agreed this was 

the best part of their job. 

 

4. Describe to me your typical day.  What percentage of time do you spend at 
meetings? What percentage of time do you spend doing paperwork? 

Supervisors spend about 20% of their time talking o clients and reviewing records, 
another 10% in formal supervision, 30% or more in computer issues and the rest of 
the time at meetings, working on registration and putting out fires.   All supervisors 
ŀƎǊŜŜŘ ǘƘŀǘ ǘƘŜȅ ǿƻǊƪ ƳƻǊŜ ƘƻǳǊǎ ǘƘŀƴ ǘƘŜȅ ŀǊŜ ǎǳǇǇƻǎŜŘ ǘƻΣ ȅŜǘ ǘƘŜȅ ŘƻƴΩǘ ƎŜǘ 
paid over time.   
 “I have put in more time than I ever have and I get no more money and the results 
are mediocre.  I come to work with a plan, but other things come up and I end up 
putting out fires so I get overwhelmed. “ 
 

5. What can be done to help you do your job? What do you like about your job? 
²Ƙŀǘ ŘƻƴΩǘ ȅƻǳ ƭƛƪŜ ŀōƻǳǘ ȅƻǳǊ ƧƻōΚ 

¢ƘŜȅ ǿƻǳƭŘ ƭƛƪŜ ŀ Řŀǘŀ ŜƴǘǊȅ ǎȅǎǘŜƳ ǘƘŀǘ ǿƻǊƪǎ ǿŜƭƭ ŀƴŘ ŘƻŜǎƴΩǘ ƘŀǾŜ ǎƻ Ƴŀƴȅ 
problems.  What they like most about their jobs is their staff and the clients, going to 
home visits and speaking to clients.  What they like the least is problem solving 
computer problems, trying to find out who is responsible for fixing the problem 
(local or Tallahassee). 

 
6. We are not able to show the impact of Healthy Start using our data, how would 

you measure? 

We can present clients with information, but we can’t force them to change behavior.  

“We are educators only.”  We should be measured by the educational topics we 

provide like smoking.  Breastfeeding is tough because younger women might not 

want to do it regardless of how much coordinators push it.  Almost all clients try it for 

a short period of time, maybe the measure could be how many tried it and not how 

long they continue it.  Parenting is very hard to measure.  Obesity reduction should 

not be a measure for Healthy Start since coordinators can’t force clients to change 

behavior, they can only educate. 

 

7. If the Healthy Start mission is to provide supportive services for families, is the 
current state of Healthy Start service provision able to meet its mission?  Are we 
drifting away from it with paperwork and data systems? 

In a way we are drifting away.  Funding has a lot to do with it – we (Healthy Start 

program) don’t have the same resources we used to like car seats, pack and plays, 

client supplies, educational materials, FSU curriculum.  Some of the new staff has not 

had the FSU curriculum training.  Healthy Mom/Healthy Baby is good but not 

available… Grow Smart is good for the babies.  The FSU curriculum is expensive, we 

need to revisit it and see if we even need to use it – now staff is using pieces of it and 
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not the whole thing.  Seasoned employees have seen many different curriculums and 

they pull from where they need.   It can be difficult to train new staff – we have a lot 

of people retiring or moving on to other jobs. 

  

 
Care Coordinator Focus Group Report 

Every 5 years the Coalition creates a new service delivery plan that will guide how we deliver 

services countywide.  Healthy Start and Healthy Families Plus are two of the largest contracts 

funded by the Coalition.  The purpose of the focus group is to learn from care coordinator how we 

can best deliver services in the next 5 years.  The group discussed activities that Healthy Start is 

doing well, and others were that we can improve.  Two focus groups were held for care coordinators 

(one in Spanish and one in English).  A separate focus group was held for Healthy Start supervisors 

(the report will be given separately).   

1. What do you consider should be the caseload for a Healthy Start/Healthy Families care 

coordinator?  

Probes: How many clients?  Risk level?  Client characteristics (mental health issues, 

poverty, middle class etc)? 

Current case loads are too high.  The average case load is between 40-50 cases and varies 

depending of type of service provision (office based has more cases) and county location.  

North County tends to have more cases than South County.  South County also has the least 

amount of care coordinators despite being the highest risk area.  South County needs more 

care coordinators, but funding limitations do not allow for additional care coordinators. 

 

The ideal case load should be 30-35 for levels 1 and 2.  Level 3 cases should be no more than 

10 per care coordinator because they are often cases with diagnosed mental health conditions 

and are very time consuming.   Some coordinators suggested having a person specializing 

only on level 3 cases.  

 

Care coordinators agreed there has been a considerable increase in the number of level 3 

cases.  The high demands of level 3 makes it difficult to serve them, especially if service is 

provided at office based  (this happens when clients don’t want home visitation, but need 

Healthy Start).  Coordinators felt they were not prepared to deal with so many level 3 cases.  

Training is not provided to deal with so many clients with diagnosed mental health 

conditions and others that qualify for level 3.  Coordinators discussed the difficulties dealing 

with their case loads especially now that computer data entry consumes between 70-80% of 

their time.  Mid County and South County care coordinators expressed their frustration trying 

to refer clients to mental health services.  Despite a contract with Directions, coordinators 

prefer to refer to Suncoast because their intake process is faster.  They also are under the 

impression that Suncoast only serves south of Ulmerton and Directions only north of 

Ulmerton.   They were under the impression that the Healthy Start mental Health counselor 

in North County was only serving Latinos.  The Latino team said they are not seeing as many 

clients with mental health problems.  They mentioned maybe it is due to the fact that they 

can’t spend as much time with clients as before to be able to uncover these issues that may 

not be obvious from normal conversation. 

 

Care Coordinators were unclear about whether or not they needed supervisors’ approval 

when referring a client to Directions.  They would like to see a written document that says 

specifically what is needed (like a checklist) to refer a client to Directions.  They also need 
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someone as an intermediate to solve the intake process issue with Directions since it takes 

too long. 

 

Coordinators have a very clear idea of who should be in the program.  However, they say 

they waste a lot of time with referrals of clients that really don’t need Healthy Start.  They 

still need to contact them and see if they need it or not and that takes too much time. Closing 

a case can take up to 2 hours in the computer.  The CATCH team that was doing initial 

assessments some time ago was not helping Healthy Start coordinators.  In fact, most 

coordinators responded: “That was not for us, that was for Healthy Families”.  They don’t 

mind doing the work, but what takes a long time is entering the information into the 

computer.  They would like to see funding to hire data entry people that specialize only in 

entering this information into computers, or at least to provide laptops with satellite cards so 

they can enter the information right after a home visit or at home visits. 

 

2. What do you think about the Healthy Start screening process?   

Probe: Does it capture the clients you think you should be working with? Are clients 

received as soon as they need to be (any lag time)? Do you think the system works as is 

or does it need improvement?  Are providers cooperative? Any changes needed? 

Care coordinators said the screening process is going thru “growing pains” right now.  They 

have many referrals of families that really don’t need the service.  Clients might have a high 

score but already have family support and resources; others score very low but need the 

support and referrals that Healthy Start can offer.  They believe an initial contact and a 

review of what is going on in their lives (acquired thru longer conversations) is the only real 

assessment of whether or not the client needs Healthy Start. 

 

Care coordinators narrated several times when clients were told they didn’t need Healthy 

Start services, but the case was opened after the client complaint and the complaints went to 

a supervisor or higher authority.  The care coordinator was told to open the case, even though 

she knew the client didn’t need the service.   When this happens they feel they have no 

choice but to open the case. 

  

3. Describe your typical day at work?  What consumes most of your time? 

Probe: What percentage of the day is spent on the computer?  What percentage on the 

day is spent with clients?  What percentage of the day do you spend on paperwork? 

A typical day at work varies for North County and South County.  North County care 

coordinators have a lot more interruptions from clients showing up at their doors since many 

Latino clients come to “visit” them while they are receiving services at the Health 

Department.  In fact, while we were conducting the group we were interrupted because a 

client needed a bus pass.  Despite this difference all care coordinators said they spend over 

70% of their time sitting in front of the computer.  About 5% of the time is spent reading 

emails.  They receive a lot of emails and it is hard to filter out those that are important from 

the massive amount of other emails they receive.  Due to the time they spend on the 

computer, they had to reduce their home visitation time from 1-1 ½ hours to approximately 

20-30 minutes if possible.  They feel they are unable to do a good job in that short time.  One 

care coordinator said with so many clients and so little time to get to know them, sometimes 
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she even forgets their names and is embarrassed when she sees them because she can’t 

remember their name.   

 

A lot of the time consuming problems are due to repetition in the system.  The care 

coordinator documents on paper everything that happens in the home visit, then has to come 

to the office and write it again in the computer system.  The computer system itself is very 

repetitive and requires several validations procedures that are time consuming.  The purpose 

of the Healthy Start program is lost in computer issues.  Clients are suffering by spending 

less time with the care coordinator and care coordinators no longer feel like they can make a 

difference in clients’ lives since they can’t do their work as they did before.   Most of the 

coordinators were very experienced and the majority said they were very frustrated with how 

Healthy Start services are being delivered, or better yet how they are not being delivered 

because of the amount of time they are spending on other things rather than speaking to the 

client. 

 

Care coordinators were also concerned about the timeframes for completing computer work.  

They know they are being asked to document every case in a given time, but the timeframe 

given to them by their local employers is different from the guidelines by the state.  They 

cited for example that if they are supposed to document something in 3 days, their local 

employers tell them they have to do it in 2 days.  They were very frustrated not knowing the 

reason for the difference in timeframes.  They would like an explanation on why they can’t 

keep the same guidelines given by the state.  They want to do their work efficiently, but need 

an explanation on why they are given shorter periods of time than what the state requires.   

 

4. What are some of the barriers that keep you from doing your job? 

The overwhelming response was the computer system.  The cumbersome and repetitive 

system is taking time from their clients and for these seasoned workers their priority is the 

client.  They were not against documentation, but were troubled by how much time it takes 

from the work they were hired to do.  HMS as it is now is not working. 

 

Another barrier mentioned is lack of resources for clients.  Care coordinators want to help 

their clients get dental care, prenatal care, car seats, cribs, child care, but Healthy Start 

doesn’t have the money to pay for items nor does it have an ample supply of items such as 

cribs, car seats and other necessities: “How can we tell a client their baby needs a safe place 

to sleep but not give them a crib when they don’t have money?”.  They try connecting them 

to the few places in the community that might help them, but those resources are less every 

year.  They need more resources. 

 

Another barrier was trying to find the clients.  Phone numbers are disconnected, addresses 

are incorrect and clients are highly mobile. 

  

5. What would help you do your job even better? 

Probe: What educational materials you use the most?  What materials are you lacking? 

 Educational materials: obesity, more copies of the FSU curriculum, handouts on how 

to take care of the baby, brain development brochures , growth and development 

 Care coordinators said they are required to give a stack of materials to clients at the 

home visit and it can be overwhelming for clients (information overload) to go thru 

all of those materials.  Some care coordinators said they would prefer fewer handouts 
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but more quality materials such as the FSU curriculum, the March of Dimes 

pregnancy books by month, the MomBook and developmental stages books, rather 

than a bunch of lose papers.  Others preferred the handouts as a way to present the 

information.  Regardless of preference they recommended creating a binder or baby 

book for the client with essential information that is neatly organized, a book they can 

decorate with baby pictures and decorations. 

 Some care coordinators said they didn’t have educational materials, others said they 

have materials you just have to know where to look for them at the Health 

Department.  There is no list of existing materials.  Care coordinators recommended 

getting someone else to document all existing materials on a list so everybody knows 

what is available and where they can get it.   

 

6. How do you think success should be measured…? 

a.  For participants? 

Success should be measured by having a full term healthy baby, obtaining good 

satisfaction surveys from clients and measuring whether or not a client learned from the 

education provided.  Care coordinators felt uncomfortable with the current way in which 

satisfactions surveys are being provided.  They give the survey to client and wait for the 

client to complete it then they take it back to their supervisor.  They would like to have 

the client complete it when they are not in front of the client to make sure the client 

doesn’t feel forced to give a good evaluation.  They would prefer for the client to mail it. 

Care coordinators keep clients for an average of 6-8 months.  They don’t feel current 

measures are appropriate since the expectation is unrealistic.  Behavior changes leading 

to good birth outcomes can’t happen in only 6-8 months. 

Regarding infant clients there was confusion about how long a client is allowed to stay in 

Healthy Start.  Some said up to when the baby is 12 months, others said they can keep the 

baby up to age 4.  These care coordinators were all Healthy Start care coordinators, not 

Healthy Families.  

 

 

 

b. For your performance? 

“We are seen as bean counters, not as social workers.  The system is not fair as some 

clients take more time.”  “The expectations are not realistic” 

Care coordinators felt current evaluations are not effective.  Survey administration is not 

ideal, responses via mail are poor and sitting in front of the client while they complete the 

survey can bias the survey.  The best evaluation is when they take the client to a Healthy 

Start meeting and the client describes how the program changed their lives.   

Care coordinators feel they are only evaluated by the numbers they enter into a computer 

and the detail of the documentation they provide.  They are not evaluated by the impact 

they make in the client’s life.  

 

One very important factor brought by this conversation is that care coordinators are 

expected to work with difficult clients since the program is intended to capture level 3 

clients, but when working with difficult clients especially those with mental health 

problems clients can easily call with complaints about care coordinators.  When this 

happens, the complaint goes straight to the employee’s file, without proper investigation.   
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One coordinator said” I feel like a telemarketer.  It is all about the numbers and not about 

the quality of time with the clients.  I don’t enjoy Healthy Start anymore.” 

 

6 out of 14 coordinators in one focus group said they don’t enjoy their job anymore 

and were very frustrated.  The same frustration was expressed by all participants in the 

second focus group. 

  

c. For the program as a whole? 

Should be focused on education which is what coordinators provide.  They should not be 

held responsible for behavior changes that they don’t have any control over.  They should 

not be held accountable for infant mortality and other issues that they are unable to 

impact in 6 to 8 months that they keep their clients.  “If we are measured by change in 

behavior the program will fail because we can’t be with the client 24/7 to make sure they 

do the right thing.” 

 

7. What would you like to see be the focus of Healthy Start/Healthy Families in the next 5 

years? 

Care coordinators would like to see a focus on preconceptional care as well as prenatal and 

interconceptional care.   

 

They would like to have more training related to the job.  Right now they get training on 

Health Department related things that are not directly related to their job.  They would like 

training for new employees on how to do home visitation.  “We get a lot of training not 

related to the job that we will not be using.”  Both office based and home visitation care 

coordinators said they are sent to provide services without a proper training.  Training defers 

from location to location and it is not consistent.  They liked the training offered by Cindy 

(Fresh Start) and would like to have others on breastfeeding, family planning and other job 

related trainings instead of the ones they receive now that are not job related. 

 

Care coordinators want more time with their clients and less time in front of a computer.  

They would like to see dedicated staff that only does data entry.  This will increase their time 

available to spend with the client. 

 

Coordinators would like to see more explanation on the difference between MomCare 

maternity care advisors and care coordinators.  Clients are confused by the number of people 

contacting them and they believe they have a Healthy Start care coordinator already, when in 

fact it might be a maternity advisor. 

 

Care coordinators would like to see more coded services.  They do follow up calls to clients 

and other things that are not coded and they believe should be coded.  
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Appendix B-3 Healthy Start Client Focus Group 

 
 
 

1.  What prevents women from accessing care during pregnancy and right after delivery? 
 

 Denial was the most common response:  They don’t want to admit they are pregnant 
because it is unplanned. They said it would be very hard to change this since they know 
they are pregnant but refuse to accept it until later on in the pregnancy.   
“My friendõs sister was in denial partially, but she did not have insurance ð she was still paying bills 
from her first babyó.   

 Fear of facing family members and father of the baby: Some of the participants admitted 
to be in denial when they got pregnant because they didn’t want to talk to their parents 
and boyfriend about it. 

 Lack of resources/information including not having insurance prior to pregnancy and 
not knowing they can get insurance when they are pregnant.  They heard about Medicaid 
from their friends, family and a few from their doctor.   

 Inconsistency of services:  A participant talked about her cousin had a Healthy Start care 
coordinator that gave her different information from what she received as a Healthy 
Start client in North County.  Her cousin didn’t get as much help from her care 
coordinator as she did in North County.  Her cousin’s WIC got “messed up”. My OB 
told me about pregnancy Medicaid.  “I was first going to Turley, but I didnõt like getting 
examined by several people ð I was not comfortable with thatò. 

 Feeling rushed at doctor visits 
òHealthy Start told me about (provider).  My parents lost their insurance and I was not planning on 
getting pregnant ð but it happened.  I had six different doctors, I only like Dr. ___ everyone else rushes 
me in and out and I donõt feel important.ó  

 
  

PROBES 
Why do some women start prenatal care late in pregnancy? 

òIf someone is in denial, there is nothing you can do.  Some are deciding whether or not they are going to 
abort or put a baby up for adoption.  Some wait until they cannot abort ð that point of no return - to get 
prenatal care.”   

 
Why many women don’t go to their 6 week post partum visit? 

 They don’t feel they need to go  

 Lack of transportation:  “I have a friend who doesnõt have car.ó  If given a car and babysitter, 
women would go. Getting there is the biggest issue.  “My dad just got me a car, but it is a two 
seater and we will not be able to transport baby.ó 

 Lack of childcare: overwhelmed with newborn  

 Afraid they will be medicated if they are found to have post partum depression. A 
participant said she didn’t know if she was going to go (pregnant now with first 
child).The two who had delivered did go.   

  ] 
 

2. What can we do to change health behaviors in pregnant women and parents? 
PROBES 
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 How can we change health behaviors to prevent…? 
STDs 
Obesity 
Smoking 
Sudden Infant Death Syndrome (SIDS):  “My baby canõt sleep on her back ð I put her on her stomach as 
she sleeps better (I tried on her side - my grandma lives with me and her babies were on their stomach).ó  òThe 
first three months, my baby slept swaddled in a bouncy seat placed in her crib ð my godmother bought me a 
monitor that has a sensor pad under the mattress ð detects breathing movements (monitor’s brand is Angel 
Care).”  
The mothers suggested Healthy Start should buy Angel Care for their clients or offer them at a 
reduced rate.   
 
One of the moms is a doula in training and she said she always directs her clients to their doctor 
for recommendations on safe sleeping.   
 

 How can we promote good health behaviors like…? 
Exercise 
Early prenatal care 
Good nutrition 
Yearly health checkups 
 

 Increase available resources (opportunities to exercise, childcare):  òEveryone is different.  
More resources are needed ð my baby was 6 months old before I started watching what I was eating.  
Her dad bullied me about my weight (he is an emotional bully).  My weight fluctuates all the time.ó   

 Customize strategies, everybody is different:  “My dad has tried many diets, but it is hard to 
keep it off ð you have to change your lifestyle ð change your mind set, not a diet.  Has to be customized.  
A personal trainer or childcare would help.ó 

 Incentives:   òThe pregnancy centers offer incentives for classeséif HS offered incentive programs 
women would participate more.ó 

 Healthy options are more expensive and not easy to access: “How to eat healthy at a fast food 
restaurant would help.  I have been eating the same things my whole pregnancy because of the price.  I ate 
a lot of foods with WIC productsé.they give you too much milk and cheese.  I used juice the mostéI 
still have peanut butter in my closet.ó  One client said she could only eat chicken wings for 
days because that is all she could afford. 

 Lack of information especially about how ovulations works, improve sex education.  
They know about their monthly period but only as related to the bleeding part of the 
period, they know little about ovulation.  They thought fertility days during their cycles 
were only possible on one or two days only.  “We know about our bodies, except I didnõt 
understand about ovulation.  Mine was the òpulling outó method.  I didnõt know about a female 
condom.  We need better sex education classeséI had it in 5th&  8th ð more about STDs and 
abstinence, not about what to do if you are having sex.ó    
òMy dadõs side of family was always secretive and my grandma stayed on top of my periods ð I couldnõt 
get out to get birth control.ó   

 Women are lazy when it comes to using birth control: òI didnõt want to get fat (talking 
about oral contraceptives and depo shots)é.I was lazyé.I was always out and staying with 
other people as my parents werenõt around much.ó 
“I had a pack of pills waiting for me, I had been on and off for years - I am lazy -  I missed two pills 
and got pregnant ð I now have an IUDó. 
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òI didnõt want to get fat on depo ð I didnõt want a shot in my a**.  Because of Medicaid, I got an IUD 
at 6 weeks so it would be covered, so I bled a lot.ó   
 

 The Role of Fathers: the conversation deviated into fatherhood, and it is included in this report 
because of the relevance to future services: 

1.  Mothers stated different levels of father involvement.  In most cases fathers were involved 
at some time of the pregnancy and even after the child was born, but their involvement was 
limited and if the relationship was broken with the mother sometimes it was also broken 
with the child. 

2. Lack of father’s name in the birth certificate: three participants refused to write the father’s 
name in the birth certificate because they were worried about child support enforcement if 
the father was already contributing to some extent to the child’s life.  They were also 
concern about how it impacted other services.  “I feel that I am getting the run around with 
Medicaid and food stamps ð if I reapply, I will get less child support than he is already given me.ó   

 
The participants were very familiar with the paternity tests found at drugstores.  Several of 
them had used them to show the father it was their baby.   They mentioned Identigene at 
Walgreens for paternity testing ($40 or so then $100 processing fee).  The baby has to be born 
for the test.  One of the participants was interested in purchasing it.   

 
 

3. What are the strategies to engage and keep high risk women in Healthy Start services? 
PROBES 

 What are the specific needs of high risk women? 

 How can we motivate them to start and stay in the program?  
 

 Reduce the amount of paper: Women don’t read everything that is given to them at their first 
prenatal visit or at the first Healthy Start visit.  They don’t remember Healthy Start because the 
information at the first prenatal visit is buried among other piles of papers.  There is just too 
much paper:  “ I donõt think I got info from my doctor about HS.  I may just not remember as there is a lot of 
paperwork the first visit.ó 
 
ò No one ever explained HS to me ð I thought I already had it just like WIC.  Someone left messages but I 
never got back to him.  They tried for two months to reach me ð I didnõt understand why they were calling me.ó 
 
òI keep a bag full of information in my closetéI keep it in case I may need it later (the client said she goes 
thru it only if she has a question and she thinks she can find answers there).  I like my planner and 
òwhat to expect when expectingó.   
 
òI liked the monthly handouts of how the baby was developing.  I was curious about changes to me and my baby.ó 
 
 

 Lack of information, not understanding benefits of Healthy Start participation: Clients wants 
easy bulleted information explaining program benefits to participants òI wish I had more information 
about Healthy Start.  My friend had HS, but I never completely understood what they had to offer.ó  òThey 
should leave more information via voicemail.  I never got a message about why they were calling.ó 
òI have HS and I still donõt really understand it.ó  (This client was office based) 
òWhat does HS offer ð cut and dry information.ó   
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 Clients enjoy a personalized approach, feeling like they are with family with providers and with 
their care coordinators 
 

 Use word of mouth, that’s the best way to learn about services available  
 

 Improve transition when mothers move from one county to another.  A participant moved from 
a neighboring county and lost Healthy Start because there was no immediate reassignment when 
moving to a different county. 

 
 
4. What should be the focus of Healthy Start in the next 5 years? 

PROBES 

 Can you think of any innovative ways to provide Healthy Start services (besides home based and 
office based care coordination)? (i.e. paraprofessionals vs. other staff, home vs. other type of 
service…) 

 What should be the target population? 

 What type of services should be provided? 
 
Clients receiving services were satisfied, but would like Healthy Start to be more “cut and dry” about 
what they offer.  They liked office based and home visitation.  They liked having services for both 
mothers and fathers and were pleased with the information received (although they said sometimes 
it was too much).  They would like Healthy Start to provide incentives, like the Pregnancy Center, 
childcare and education.  They also like car seat classes and the referrals to other community 
resources. Overall they would like Healthy Start to continue but to have additional resources, 
incentives, more focused brochures about the program itself and better promotion.  Participants 
mentioned the care they received thru care coordination seems to be different depending on where 
they live.  One of the participants said her cousin had Healthy Start in South County and her care 
coordinator was not “as good” as hers.  She said her care coordinator would be at the WIC office to 
help her and seemed more engaged with her client.  Mothers would like Healthy Start to provide 
Respite care for parents during weekends. 
 
5. Why are there health disparities in our community? 

 

 Only two had not heard of black babies not doing as well.   
 

 Upbringing, genetics (family history):  (African American mother) – “My grandma always 
used cereal in a bottle and giving her solid food ð my baby is only 10 months old and I donõt think she 
should have it yet.  We over season our food.  My parents and grandparents do things I donõt approve of.  
A lot of African-Americans are lower income.  When I go to the doctors, they ask my family history ð 
not just mine ð I think that we (African Americans) have a longer history of bad health.  They are 
stuck in their old ways.  I am working two jobs, a full time student so I need my grandparents to help ð 
it is stressful ð they want to raise my baby the way they raised me ð you give in as my parents get mad.ó  

 
The white clients agreed it is hard to raise children in a family with poor health habits: òMy mother 
will give my baby sips of cappuccino (and she is only 1)éit is hard when you live with them.ó  òI think our 
generation knows better but I live with my parents ð it is hard to be a parent and a daughter at the same time.  
My mom smokes, drinks, doesnõt eat righté.things would be better if I had my own space and raise my daughter 
the way I want to.ó   
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 Cost:  One of the white clients said it might be related to cost of available good foods: “I 
think it may be a money issue ð organic food is expensive.ó  She said she could not afford it 
either.   

 
 

6. How can we use innovative technology to reach pregnant women and parenting 
families? 
PROBES 

 Who can we reach (population demographics)? 

 Which specific media (i.e. website, Facebook, tweeter, text, etc)?  

 What type of message? 
 

Babycenter.com – òI love the message boards and each week they give example of how big baby is ð using fruit as 
examples ð they have a lot of recall items.ó 
Our365.com- òThey do new baby pictures at MP ð helps to make sure baby is hitting milestones.ó  
What to Expect when You are Expecting (book) 
They all said they go online for information and would love to receive texts about their babies; one 
client received text4baby, but all said if they would have known they would have used it. 
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Appendix C 
 Healthy Start Client Satisfaction Survey 

 

1.  My Healthy Start care coordinator always helps me with my needs/issues/concerns. 

Always              Mostly           Sometimes            Never             Did not answer 

 

2. I can meet or talk with my Healthy Start care coordinator when I need to. 

      Always              Mostly           Sometimes            Never             Did not answer 

 

3. I feel like my Healthy Start care coordinator listens to me and understands what I need. 

      Always              Mostly           Sometimes            Never             Did not answer 

 

4. When I meet with my Healthy Start care coordinator, I understand what he/she tells me. 

      Always              Mostly           Sometimes            Never             Did not answer 

 

5. My Healthy Start care coordinator makes me feel like I am able to take care of my needs 
and my family’s needs. 

      Always              Mostly           Sometimes            Never             Did not answer 

 

6. My Healthy Start care coordinator is someone I can count on. 

      Always              Mostly           Sometimes            Never             Did not answer 
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Appendix D 

MomCare Satisfaction Survey 

 

 
 
Since we are partners with your Medicaid Office, we need to update our records regarding the 

health of your baby.  It is very important that we have this information immediately.  Use the 

enclosed envelope or call us at:   (727) 507-4260 

 

Your Name and Phone __________________________________________ 

 

Delivery Date ________________ Birth Weight of Child ______________ 

 

Gestational age* _____________(*how many weeks old was baby at birth?)  

 

Hospital ______________________Vaginal or C-Section ______________ 

 

Sex of Child _______Breastfeeding or Formula ______________________  

 

Pediatrician______________________Baby’s Insurance _______________ 

 

Date of Post Partum Visit for Mom_________________________________ 

 

We would love to see a picture of you and your baby.  Thanks in advance  
 

 

PLEASE TURN PAGE OVER AND FILL OUT SURVEY 

BEFORE MAILING THIS BACK TO US!   

 

 

MomCare is sponsored by the Florida Department of Health and Floridaôs Agency for Health Care 
Administration and promoted locally through The Healthy Start Coalition of Pinellas.   

If you have any questions regarding MomCare, call: 
Astrid Ellis @ 727-507-6330, ext. 223 or 
aellis@healthystartpinellas.org 

 

Satisfaction Survey 
What you think about the MomCare Program is important to us.  Knowing what we can do better will improve 
services for all pregnant women.  Please take a moment to answer the following questions.  Please fill in one 
circle for each question. 
 
 
 

mailto:aellis@healthystartpinellas.org
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Thank you for your time.  Your answers and comments will be kept confidential. 
Please return this in the stamped envelope provided with this survey. 

 
 

Yes 
 

No 
Not 

Applicable 

1.  When your Maternity Care Advisor contacted you, were you treated with 
respect? 

 
¡ 

 
¡ 

 
¡ 

2.  Did your Maternity Care Advisor explain the MomCare program? 
 
¡ 

 
¡ 

 
¡ 

3.  Did you understand this explanation? ¡ ¡ ¡ 

4.  Was your Maternity Care Advisor friendly and helpful? 
 
¡ 

 
¡ 

 
¡ 

5.  Did your Maternity Care Advisor answer your questions? 
 
¡ 

 
¡ 

 
¡ 

6.  Did you have a doctor or midwife before your Maternity Care Advisor contacted 
you? 

 
¡ 

 
¡ 

 
¡ 

7.  Did your Maternity Care Advisor help you choose a doctor or midwife? 
 
¡ 

 
¡ 

 
¡ 

8.  Did your Maternity Care Advisor tell you how to change your doctor or midwife if 
needed? 

 
¡ 

 
¡ 

 
¡ 

9.  Did your Maternity Care Advisor explain the Healthy Start Program to you? 
 
¡ 

 
¡ 

 
¡ 

10.  In the Enrollment Packet, did you learn new information about how to take 
care of yourself during your pregnancy? 

 
¡ 

 
¡ 

 
¡ 

11.  Was the MomCare program useful to you? 
 
¡ 

 
¡ 

 
¡ 

12. Would you be willing to provide comments about your experience with 
MomCare to help promote it to other pregnant women and the community? 

 
¡ 

 
¡ 

 
¡ 

13.  What could have been included that you would have found helpful?  Answer 
below 

 
 

 
 

 

   



 132 

Appendix E 

Access to Care Survey 

 
BARRIERS TO CARE SURVEY 
Community Baby Shower October 4, 2008 

 

Script: 

Good Morning!  My name is ___________.  I am a volunteer at the Healthy Start Coalition of Pinellas, the organization 

that organized this Community Baby Shower.   

 

Every year the Healthy Start Coalition finds out what are the needs of pregnant women, mothers and children in Pinellas 

County.  I would like to ask you some questions about the care you receive (or received) during your pregnancy.  The 

information that you share with me will be kept confidential.  This information will be able to help us change the 

services in Pinellas County to better serve women and children.   

Can we begin the survey?        
 Yes (Continue to the survey questions) 

 No   (Thank you.  Enjoy the Community Baby Shower!) 

 

Participant Demographics: 

1. Are you pregnant or have a child under 1 year old? 

 Yes  

 No 

2. How many children do you have? _______ 

3. How old are you? _________ 

4. Are you…? 

 Single 

 Married 

 Living with partner 

 Other:__________________ 

5. Are you…? 

 White/Caucasian 

 African American/Black 

 Latino/Hispanic 

 Asian 

 Other (please specify):_______________ 

6. How long have you lived in the Unites States? 

 Since birth 

 Other (please specify number of years in the U.S.)___________ 

If other, where were you born? ___________________________ 

7. Are you receiving Healthy Start services? 

 Yes 

 No 

 

Questions related to Barriers to Care:  All of these questions are related to the current pregnancy or your most recent 

pregnancy. 

 

8. What kind of health insurance did you have before this pregnancy? 

 I didn’t have insurance 

 Private Insurance 

 Medicaid 

 Other (please specify):____________________ 

9. When did you start prenatal care?  _____weeks or ______months 

10. Did you start prenatal care as early as you wanted to? 

 Yes  

 No  

10a. Why? 

 I didn’t know I was pregnant 

 I didn’t know where to get prenatal care 
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 I didn’t have insurance 

 I could not afford prenatal care 

 I don’t think prenatal care was important 

 Other (please specify): _______________________________________ 

11.  What type of insurance did you have during your pregnancy? 

 I didn’t have insurance 

 Private Insurance 

 Medicaid 

 Pregnancy Medicaid 

 Temporary Medicaid (40-45 days) 

 Other (please specify):____________________________________________ 

12.  Did you have problems getting insurance during your pregnancy? 

 Yes (Please specify):__________________________________________________ 

 No 

13.  If you applied for pregnancy Medicaid or Temporary Medicaid, how did you learn about it? 

 Newspaper/magazine advertising 

 Internet 

 Family member or friend 

 Doctor/nurse/medical provider 

 Care Coordinator/social worker 

 Other (please specify):_____________________________________________ 

 I didn’t apply for Medicaid/Temporary Medicaid 

14. How long did it take to get insurance during your pregnancy? 

 Immediately.  I already had insurance coverage. 

 I didn’t have insurance 

 1-4 weeks 

 2-3 months 

 Over 3 months 

15. Did you miss any prenatal care appointments because of a delay in insurance coverage? 

 Yes 

 No 

16. How did you apply for Pregnancy Medicaid/Temporary Medicaid? 

 I didn’t apply for Pregnancy Medicaid/Temporary Medicaid 

 Mail 

 Internet 

 Fax 

 Drop off 

 Other (please specify):_______________________________________________ 

17. Did anybody help you complete an application for Pregnancy Medicaid/Temporary Medicaid? 

 Yes; please tell us who helped you: 

o Health Navigator (Viviam or Cheryl) 

o Healthy Start Care Coordinator 

o Social Worker 

o Staff at the health care provider’s office 

o Other (please specify):_______________________________ 

 No 

18. What services do you think pregnant women and parents of young children need?  

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

__________________________________________ 
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Appendix F 

Father Inclusion Provider Survey 
 

Father’s Inclusion in Prenatal Care-Assessment 

 
The Healthy Start Coalition funds services for the family as a whole.  We would like to know how 

we can help you in your efforts to include more fathers in their partner’s prenatal care.  Please 

answer the following questions and tell us how we can help. 

 

1. What percentage (approximate) of your clients come to prenatal visits with their 

partners?_______________ 

2. Do you encourage father’s participation in prenatal visits? 
 Yes;  How? Please specify:_________________________________________________________ 

 No 

3. Do you talk to the fathers about their health (i.e. medical home, staying healthy, etc)? 
 Yes 

 No 

4. Do you offer information/resources to fathers?    
 Yes; What kind?  Please specify:_____________________________________________ 

 No 

5. Do you know of any resources/programs available to fathers in Pinellas County? 
 Yes; please specify: _______________________________________________________________ 

 No 

6. Have you heard of the following programs/services for fathers? 

      Daddy Boot Camp       Yes          No 

      Men’s Services        Yes          No 

7. Have you referred fathers to any programs/services? 
 Yes; please specify program and any feedback from referred father about the program: 

________________________________________________________________________________ 

________________________________________________________________________________  

 No 

8. Have you used the Men’s Resource Guide included in the Healthy Start Resource and 

Guidebook? 
 Yes 

 No 

9. What are some of the needs of fathers attending your practice? 

_____________________________________________________________________ 

_____________________________________________________________________ 

10. Would you like more tools/information for fathers in your practice? 
 Yes; please specify format (website, cards, brochures): 

________________________________________________________________________________ 

 No 

11. How can we help fathers feel included throughout the pregnancy and delivery? 
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Appendix G 

Mental Health Provider Survey 

 

Mental Health Information/Service Referral Assessment 

 
1. What percent of your patients need mental health services?  _____________ 

2. What is the most common mental health issue identified in your clients? 
 Depression 

 Bipolar 

 Anxiety 

 Panic 

 ADHD 

 Other:______________________________________ 

3. Is there a person in your practice who can address mental health issues? 
 Yes 

 No 

4. Which questions in your office’s medical history review and physical exam address mental 

health issues?  (Can we have a copy of the form?) 

________________________________________________________________ 

________________________________________________________________  

5. What do you or other staff do when a mental health problem is uncovered? 

________________________________________________________________ 

________________________________________________________________ 

6. Which mental health diagnosis/psychological disorder does a client need to have to be 

referred to the high risk clinic? 

_________________________________________________________________ 

_________________________________________________________________ 

7. Where do you refer for mental health services? 
 Directions for Mental Health 

 SunCoast for Mental Health 

 Private Insurance 

 Medicaid 

 Healthy Start 

 Healthy Families 

 Other: _______________________ 

8. Where do you refer patients for an evaluation and ongoing care 

(therapy)?__________________________________________ 

9. What is the procedure to follow if a client has a mental health crisis?  Who do you call? 

_____________________________________________________________________ 

_____________________________________________________________________  

10. What would help you screen or refer clients for mental health services? 

_________________________________________________________________ 

_________________________________________________________________ 

 

 

 
 

  



 136 

Appendix H 

Referrals Based on Other Factors (BOOF) 

 

  
 
 

 
 
 

ñHealthy Babies, like delicate flowers,  
must be carefully nurtured.ò 

 

The Healthy Start  Program  offers pregnant women, infants 

and young children services that promote healthy pregnancies and healthy 
babies. All Healthy Start services are FREE and are based on risk factors, not 
income or insurance  status. Any mom can have a condition that will put her 
baby at risk; therefore, all pregnant women should be encouraged to fill out a 
Healthy Start Screening Form!  Please see the attached page for screening 
instructions and guidelines for offer ing case management to your clients.   
 
Healthy Start Services are paid for by The Healthy Start Coalition  and are 
coordinated through the Pinellas County Health Department.  Services 
include:  home or office visits; emotional support; childbirth preparati on; 
nutritional guidance, breastfeeding assistance & support; help to stop 
smoking; parenting education & stress management. 

 
Thanks to all of you for making our  

 
community  a healthy one!  

 

 
For more information, contact:   

 Cindy McNulty, Community Liaison  
The Healthy Start Coalition of Pinellas, Inc.  

at 507-4260, ext. 229  
cmcnulty@healthystartpinellas.org  
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Guidelines for offering Healthy Start Case Management Services 
 

For information about Healthy Start Services, instructions on how to complete the 

Risk Screening Instrument, or for instructions on how to compute patient’s scores, 

contact Cindy McNulty for personal training.  As new employees are hired or 

transferred into this screening responsibility, she will provide one-on-one training 

sessions (contact information below).  

 

As a reminder, detailed provider instructions for completing the screen are on the 

back of the white copy and scoring instructions are on the back of the pink copy. 

 

Once you have determined the patient’s score, Healthy Start Case Management 

Services should be offered if: 

 

1. The prenatal screening score is six (6) or more, or  

2. The prenatal screening score is less than six (6) and the patient is at risk for 

an adverse outcome based on factors other than score, including: 

a. maternal illness (requiring ongoing medical care, i.e., obesity, gestational 

diabetes or hypertension)  (question 21) 

b. homelessness 

c. domestic violence (question 9) 

d. HIV status 

e. substance abuse 

f. mental illness (untreated or diagnosed, i.e., severe depression or suicidal 

tendencies) (questions 6, 7 & 8) 

g. mentally challenged 

h. lack of supports 

i. child abuse or neglect   

At the bottom of the form, please write in one of the above risk factors after  

“Referred to Healthy Start".  If score less than 6, specify: ______________”.  For 

those patients who are referred to Healthy Start:  Please inform patient that once 

their confidential screen has been received in Healthy Start’s Central Registration 

Office, a care coordinator will contact them to provide Healthy Start Services.   

 

 

 

 

 



 138 

**Important Reminder**  
 

In order to provide services to your clients for the purpose of 
improving the quality of their pregnancy and birth outcome, you 
must mail  your screening forms to us WEEKLY!   
 
Cindy McNulty provides you with labels (see Materials Request 
Form and fax  to Cindy when low on labels!) for mailing your 
screening forms to the Registration Department of Healthy 
Start/Victor Hubert @  205 Dr. M. L. King Street North, St. 
Petersburg, FL  33701.   
 
Please send the white and yellow copies to the above address, give 
the green copy to your patient and put the pink copy in their medical 
record.  If you have electronic medical records, we suggest that you 
keep a folder with all of the pink copies to prove that you are 
following Florida Statute 383.1 4 by offering Healthy Start to all of 
your clients.     
 
Once the screening form is received by our Registration Department , 
eligible clients will be contacted by a care coordinator who will offer 
services.  Clients will receive coordination from Healthy Start, 
Healthy Families or Healthy Families Plus, depending on the 
familyôs needs and risk factors.   
 
Once the care coordinator has made contact with your client, you 
should receive correspondence from them listing services that have 
been provided to your client .   
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Appendix I 

Healthy Start Coalition Community Outreach and PR Activities 
 
 

Date         Topic                         Location    Target Audience 
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Appendix J 

Healthy Start Coalition Outcome Indicators FY 2011-12 

 

 

2. Core Performance Measures - Performance measures shall be reviewed annually and 
goals may be re-determined for the upcoming fiscal year. The data source for the 
calculation of each measure is provided for the Coalition report at the end of the 
contract year. 

a. Percentage of women consenting to the prenatal screen will increase to 76.0 

percent. 

b. The percentage of Healthy Start eligible prenatal participants, referred to the 

program, who consent to participation in Healthy Start at the time of Initial 

Contact, will exceed 97.5 percent. 

c. At least 97.0 percent of Healthy Start participants will receive an Initial Contact, 

or an attempt to contact, within 5 working days of receipt of screen. 

d. At least 98.5 percent of Healthy Start participants determined to be in need of 

an Initial Assessment, will receive an Initial Assessment, or an attempt to 

assess, within 10 working days of an initial contact. 

e. At least 93.0 percent of Healthy Start records will contain documentation that 

status of Initial Contact has been sent to healthcare provider within 30-calendar 

days from first attempt to contact. 

f. At least 99.0 percent of Healthy Start records with documented Initial Contact 

will contain documentation of an Individualized Plan of Care at the Initial 

Contact. 

 

1. Core Outcome Measures - Outcome measures shall be reviewed annually and goals 
may be re-determined for the upcoming fiscal year. The data source for the calculation 
of each measure is provided for the Coalition report at the end of the contract year. 

a. The provider and the Department shall work collaboratively to assure that the 
prenatal screening rate will increase to 65.6 percent.   

  

b. The provider and the Department shall work collaboratively to assure that the infant 
screening rate will increase to 98.0 percent.   

 

 



 

 

 

 

 

 

 

THE END 
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